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at awful pain in my chest 1s relieved, Doctor. 
Now I can breathe comfortably.” 


his is the invariable comment of patients when Elastikon (elastic New Brunswick, N. J. 

ve plaster) is applied to limit chest motion in pulmonary tuber- Please send me Elastikon sample 

§, (medical and surgical cases), fractured ribs, pleurisy, etc. and literature. 

fr Howard Lilienthal has stated (Amer. Jour. Surg., 39:227) that 
© conditions, elastc adhesive plaster (Elastikon) is superior to 
Mechanical methods for restraining respiratory motion. Its 
fdinary value must be observed clinically to be fully appreciated. 
available. 
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Urethral irrigations with a 1-per-cent solution of Neo-Silvol are pre- 
ferred by many. Cystitis, especially of the acute type, occurring in 
little girls, may be treated with a few urethral injections of a 10-per- 
cent aqueous solution of Neo-Silvol. It is of value in vaginitis, 
cervicitis, etc., in 5- to 50-per-cent strength, depending on the severity 
of the condition. It may be tried in 1- to 3-per-cent solution for 
colonic irrigations. 


Neo-Silvol is supplied in 1-ounce and 4-ounce bottles and in 6-grain 
capsules, 50 to the bottle. The contents of one capsule dissolved in a 
fluid drachm of water makes a 10-per-cent solution. An ointment of 
Neo-Silvol, 5%, in small collapsible tubes with elongated nozzle, and 
Vaginal Suppositories of Neo-Silvol, 5%, with a glycero-gelatin base 
in soft tin capsules in boxes of twelve, may also be had. 


PARKE, DAVIS & COMPANY 
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THE AMERICAN JOURNAL OF SURGERY CHANGES PUBLISHERS 


EDITOR’S ANNOUNCEMENT 


Since its establishment in 1905, I have edited the AMERICAN JOURNAL OF 
SuRGERY continuously, except in the period of my absence with the American 
Expeditionary Forces. During these twenty-one years, recently completed, I 
have taken pride in the careful selection and painstaking editing of contrib- 
uted articles, and in maintaining in these, as in all the reading pages, what I 
conceived to be an acceptable literary quality and dignity in the expression of 
medical thought. The editorial departments have been planned to tell our 
readers what is new, important or practically useful in current surgical litera- 
ture; and the editorials themselves have been largely devoted to discussions of 
surgical developments or surgical problems. In various other ways, too, 
which I briefly reviewed in these columns in March, 1925, the JourNAL has 
given service; and I have ample assurance that it has been welcomed by its 
many readers. 


i 
i 
A 
i 
Ng 


iN 


Nevertheless the JouRNAL has fallen short of what I would have liked it 
to be, because of its limited size, its dress and the quality of some of its 
advertisements ; and I have always cherished the hope that some day it would 
be possible to overcome these shortcomings. The fulfilment of that hope is 
now, at last, to be attained. 


With this issue the AMERICAN JOURNAL OF SURGERY passes into the 
hands of Paul B. Hoeber, Inc., New York, the well-known publishers of 
Annals of Medical History, The American Journal of Roentgenology and Rad- 
ium Therapy, and a long and growing list of important medical books. As 
his products and his associations testify, Mr. Hoeber is possessed of high 
ideals in medical journalism; and, accordingly, he and I have harmoniously 
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outlined plans for the future of the Journat. Among others in contempla- 
tion, these are: to accept only such advertisements as measure up to standards 
set by the Councils on Pharmacy and Chemistry and on Physical Therapy of 
the American Medical Association; to increase—probably to treble—the size 
of the JouRNAL; to improve itstypography, paper and format—in short, to 
give it the same excellence as characterizes other Hoeber publications; to print 
important and informative contributions in the various branches of surgery, 
emphasizing the practical and giving ample space to industrial and traumatic 
surgery, to anesthesia and to that adjuvant to surgery now rapidly developing 
in scientific importance—physical therapy; to publish also the transactions of 
surgical societies ; to develop editorial departments as their usefulness appears; 
and to associate with the JouRNAL a collaborating staff of editors selected 
from a carefully considered list of distinguished surgeons. 


Because of existing advertising contracts, and for other obvious reasons, 
these changes cannot be brought about at once. They will, however, be 
accomplished as soon as possible; and we expect that the next volume will see 
them fairly developed. Meanwhile, we ask the help and encouragement of 
contributors and subscribers in our efforts to make their journal bigger and 
better. We bespeak, too, the support of surgeons generally, which we intend 
to merit by making the AMERICAN JOURNAL OF SURGERY, in quality, in size 
and in dignity, one of the leading surgical journals of the world. 


WALTER M. BRICKNER. 


PUBLISHERS’ ANNOUNCEMENT 


In acquiring the AMERICAN JOURNAL OF SURGERY we have taken upon 
ourselves a responsibility to the profession of which it is our earnest desire 
to acquit ourselves with distinction. 


As we conceive it, that responsibility is the publication of a journal that 
will reflect the best thought and the best practice in those branches of the 
medical sciences that come within its sphere, and in a manner to satisfy artis- 
tic as well as scientific demands. 


To these ends we are associating with the JouRNAL an editorial staff of 
unusual ability, and a publishing organization fully competent to meet its re- 
quirements. 


In the development of our plans for the betterment of the JouRNAL we 
shall be guided by two standards: useful service, and a high quality of jour- 
nalism. On that basis we appeal to the profession for its active support. 


B. Hoeser, INc. 


No advertisements of pharmaceutical products or of apparatus for phy- 
sical therapy will be carried by the AMERICAN JOURNAL OF SURGERY except 
such as are approved by the Council on Pharmacy and Chemistry or the 
Council on Physical Therapy of the American Medical Association. Contracts 
covering products not approved by them will not be renewed on expiration nor 


carried after April, 1927. 
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STAPHYLOCOCCUS INFECTIONS OF 
THE KIDNEY* 
PAUL W. ASCHNER, M.D., F.A.C.S. 
NEW YORK 

The common forms of kidney infection, pyelitis 
and pyelonephritis, are accompanied by abnormal 
findings in the urine, the presence of bacteria in the 
urine, and definite cystoscopic evidence of renal dis- 
order. In about 80% of such cases bacilli of the 
colon group are found on culture of the urine. In 
about 20% staphylococci or streptococci are present, 
either in pure culture or with the colon bacillus. 
Metastatic staphylococcus infection of the kidney 
parenchyma, on the contrary, is rarely accompanied 
by urinary symptoms, or changes in the urine. More- 
over, bacteriologic, +-ray and cystoscopic investiga- 
tion are of practically no assistance in their diag- 
nosis. The clinical history and the ordinary methods 
of physical examination are of much greater import- 
ance, 

In fulminant staphylococcus sepsis multiple mil- 
iary abscesses of the kidney cortex are found at 
autopsy with great frequency, but they rarely cause 
recognizable clinical symptoms. The cases of local- 
ized infection of the cortex and its coverings follow- 
ing a furuncle, carbuncle, or wound infection, may 
run an acute course with early development of 
perinephric suppuration, or may be so insidious in 
their onset and course that exploratory operation 
is necessary to establish the diagnosis. 

Of 61 operated cases in the records of the Mount 
Sinai Hospital (1915 to 1925), 46 were in males. 
While children and old people were affected, the 
majority were young adults. In 34 patients there 
was a definite focus of entry in the form of fur- 
uncles, carbuncles, paronychiae, infected wounds, 
etc. The focus was often not discovered unless 
asked for and looked for; it was frequently healed 


and forgotten. Eliciting a history of such infection > 


or finding its scar may be the most important clue to 
the diagnosis. 

In the acute cases a small abscess developing near 
the surface of the kidney rapidly extends or rup- 
tures through the capsule into the perinephric fatty 
tissue with the development of a perinephric ab- 
scess. In less virulent infections there is a chronic 
perinephritis adherent to and covering an infiltrated 
area of kidney cortex from 2 to 5 cm. in diameter, 
on section of which small points of suppuration may 
be seen, the so-called carbuncle of the kidney. In 
other instances a diffuse suppurative nephritis oc- 
curs, a large number of organisms apparently enter- 
ing through the renal artery. In only two cases 
was the disease bilateral. This is in contrast with 
the great frequency of bilateral involvment in bacil- 
lary infections of the kidney. 


*Read at a Meeting of the Metropolitan Medical Society, Decem- 
ber 22, 1925. 
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The primary focus of entry healing or having 
healed, the symptoms due to the renal involvement 
manifest themselves in various ways. There is the 
influenzal form of onset characterized by malaise, 
fever, chilliness, sweating, loss of weight, vague 
body pains. In others there are thoracic symptoms 
—dry cough and pain over the lower ribs, suggest- 
ing pleurisy. Not a few of our patients had their 
chests strapped upon this presumptive diagnosis. 


There are abdominal forms of onset—acute pain in 


the upper or lower abdomen accompanied by nausea, 
vomiting, fever and leucocytosis, strongly suggest- 
ing appendicitis or cholecystitis. This is especially 
frequent when the abscess is at the lower pole of 
the kidney or on its anterior aspect. In three pa- 
tients laparotomy was performed because of a mis- 
taken diagnosis of appendicitis. In another, neo- 
plasm of the splenic flexure was suspected. There 
is a spinal form of onset in which spasm of the 
lumbar and psoas muscles, pain radiating to the 
thigh and knee, flexion of the hip and limitation of 
the movements of the spine lead to diagnosis of 
Pott’s disease and the application of a plaster jacket. 
However, the majority of cases present a renal form 
of onset, the pain being in the lumbar region, radiat- 
ing downward along the course of the ureter. Urin- 
ary symptoms may occur, but they are mild and 
transient, except when prostatic infection is also 
present. 

The acute cases run a febrile course with leucocy- 
tosis. There is marked tenderness in the kidney 
region, rigidity of the lumbar muscles, redness and 
edema of the overlying skin, a more or less definite 
elastic mass caused by the perinephric abscess. The 
insidious, attenuated infections may be unrecognized 
for weeks or months. The patients present a pasty 
pallor, look chronically ill, have little or no fever 
or leucocytosis. There are periods of exacerbation 
and remission of both the local and general symp- 
toms. The kidney may be palpable, enlarged and 
somewhat tender and nodular, so that neoplasm is 
suspected. 

When the lesion is at the upper pole of the kidney 
there are usually signs at the corresponding base of 
the chest and the x-ray may show elevation of the 
diaphragm with diminished mobility or a wavy ir- 
regularity. When the lesion is anterior the most 
marked symptoms are referred to the abdomen, with 
rectus rigidity, rebound tenderness and reflex gastro- 
intestinal symptoms. 

A trace of albumin, a few leucocytes and erythro- 
cytes were found in less than half the cases upon 
repeated urinalysis. In only seven was pus present. 
Cystoscopic examination and ureteral catheteriza- 
tion carried out in 39 cases showed definite changes 
on the affected side only in the few cases of sup- 
purative nephritis. In only four instances was the 
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staphylococcus aureus cultured from the ureteral 
specimen of the affected organ. Staphylococcemia 
was present in four patients before operation; two 
of them died. 

The difficulties of differential diagnosis have been 
indicated. The attenuated infections offer the great- 
est problem and Dr. Beer has suggested the use of 
staphylococcus vaccine to activate the lesion much as 
tuberculin is employed for diagnosis. In the very 
young and in the old the disease may prove fatal be- 
cause of the development of bacteriemia, embolic 
phenomena, and peritonitis. The cases complicated 
by anterenal suppuration and prostatic abscess, and 
those with diffuse suppurative nephritis are the most 
dangerous. There were nine deaths in the series. 

The acute cases with frank perinephric suppura- 
tion require only incision and drainage of the peri- 
nephric abscess. The cases of cortical abscess and car- 
buncle require not only drainage or excision of the 
abscessed area but also decapsulation of the kidney 
so that other foci may be uncovered. If a wide- 
spread infection of the parenchymia is found and the 
septic phenomena are not relieved by conservative 
procedures, the kidney should be removed, particu- 
larly if a bacteriemia persists. Constant watch for 
metastatic foci must be observed. 


ACUTE APPENDICITIS OF THE 
SEVERE TYPE 


A REVIEW OF ONE HUNDRED CONSECUTIVE CASES, 
WITH ESPECIAL REFERENCE TO THE OPERATIVE 
TECHNIQUE 


WILLIAM L. WOLFSON, M.D., F.A.C.S. 


Associate Surgeon, Jewish Hospital; Associate Surgeon, United 
Israel Zion Hospital, 
AND 


LOUIS J. MORSE, M.D. 


Assistant Surgeon, Jewish Hospital, 
BROOKLYN, NEW YORK 
[From the Surgical Service of William Linder, M.D., F.A.C.S.] 

Attention to the value of the McBurney or right 
gridiron incision will be directed by reporting 100 
consecutive cases of severe acute appendicitis with 
end-results. Certain steps in the operative technique 
that we have utilized to advantage will be empha- 
sized. 

Cases of acute appendicitis with marked suppura- 
tion, gangrene and perforation, localized or diffuse 
peritonitis, and abscess formation are worthy of 
consideration for such material constitutes a very 
considerable part of acute abdominal surgery. 
Mortality rates of 3 to 10 per cent., as reported 
by our larger clinics, further indicate the importance 
and gravity of this rather common disease. These 
results are neither satisfying to ourselves nor can 
they be reassuring to the laity. A minimum mor- 
tality, in spite of the ofttimes formidable patho- 
logical lesions encountered, must be obtained to en- 
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list public confidence and the practitioners’ coopera- 
tion towards early surgical intervention. 

Delay in surgical intercession continues despite 
the propaganda and appeal for early operation, 
(Chart 1). 

Days oF ILLNESS BEFORE OPERATION 
No. of Days 


No. of Cases 
46 


ON Au WwW DN 


CHART I. 

Fifty-four of our subjects had been ill two or 
more days before they entered the hospital; 14 had 
been sick four or more days. Twenty-eight per 
cent. of the cases were not operated upon until more 
than 72 hours had elapsed since the onset of symp- 
toms, 

The education of the laity to the conviction that 
the diseased appendix must be removed early is 
progressing measurably. However, disease of this 
vestigial organ sometimes manifests itself in such 
bizarre and obscure symptomatology as to defy early 
diagnosis. 

No one symptom is of determinifig importance 
in the diagnosis or of conclusive value in estimating 
the severity of the pathologic process. Very often 
in early operation the surgeon is surprised at the 
severity of the lesions, despite indifferent clinical 
signs and symptoms. This is illustrated in the fol- 
lowing temperature chart. It will be noted that 44 
per cent. of the patients had a temperature less than 
I01°F.; 14 per cent. had a temperature over 103°F. 
(Chart 2). 

TEMPERATURE CHART 
Degrees Fahrenheit No. of Cases 

Under 100 F. 15 44% 
100—100.8F, 29 
101—101.8F. 26 
102—102.8F. 16 
103—103.8F. II 
104—104.8F. 2 14% 
105—105.8F. I 

CHART 2. 

An incidence of 82 per cent. gangrenous ap- 
pendices and 37 per cent. perforated, portrays 
vividly the type of lesions we are reviewing. No 
case is included in which the destructive lesion in 
the appendix had not progressed beyond the stage 
of advanced suppuration. 

Of more than passing interest is the notation that 
10 of the series had definite chills prior to opera 
tion and 10 others complained of chilly sensations. 
The association that these phenomena bear to the 
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formation of thrombi and emboli is not within the 
scope of this paper. 

Fifty-one cases showed free fluid in the peritoneal 
cavity. In 27 of these, the fluid was purulent and 
in 7, sero-purulent. Twenty-one cases showed the 
appendix to be covered in large part with plastic 
exudate. Seven pelvic collections were found at 
the initial operation. Diffuse peritonitis was pres- 
ent in II cases. We employ the term ‘diffuse’ ad- 
visedly, for exploration alone can reveal generalized 
peritoneal involvement. The danger and futility 
of such an attempt need only be mentioned. 

Some conception of the severity of the cases may 
also be gleaned from the records indicating that 
drainage was instituted in 61 cases; of these, 58 
per cent. required two or more drains. 

Preliminary to a description of the technique em- 
ployed in the removal of the appendix, especially 
one markedly diseased, let us state that the pro- 
cedure of necessity varies somewhat with the type 
of appendix found, the location of the organ, the 
amount of peritoneal involvement, the extent of the 
pathological process, the presence or absence of ad- 
hesions and any other exigencies that may require 
consideration, 

OPERATIVE PROCEDURE 

Primarily, we employ the right gridiron or Mc- 
Burney incision. This approach has greater flexi- 
bility than is generally believed. It can be made 
high or low, as required, widened should the 
occasion arise, extended up or down the rectus 
sheath when necessary. Ample room for almost any 
procedure may thereby be procured. 

Correctly placed, this incision covers the site of 
maximum pathological changes. The distance to the 
ileo-cecal region is shorter than in any other ap- 
proach to the appendix. (Figures 1 and 2). This 
incision is easily made and quickly closed, thus 
saving time—an important consideration in acute 
abdominal surgery. Intestinal evisceration is al- 
most impossible and incisional herniae are very in- 
frequent. By reason of an iris-like or doubie- 
shutter effect, it offers a particular advantage in 
cases where closure without suture, or few sutures, 
is deemed advisable. 

It is very difficult to understand why surgeons 
disregard or view with disfavor this useful access 
in operating for acute appendicitis. This incision, 
it may be argued, permits only limited visualization 
and restriction of motion, thereby making it difficult 
to operate safely and easily. Actually, in practice 
and by practice, the trained finger enables one readily 
to offset both of these objections. Seldom is it 
hecessary to extend the incision. The advantages 
of an incision which by virtue of its location and 
restraint keep the operator within the confines of 
the inflammatory or contaminated area and cause 
the required manipulations of fingers and instru- 
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ments to be conducted mainly to the right, below 
and over the cecum, away from the medial or danger 
zone of the abdomen, are inestimable. Fewer gauze 
sponges are required, less intestines are exposed and 
the all-important inner wall of exudate protective 
of the general abdominal cavity is best spared by 
the right gridiron incision. 

Gentleness in investigation, precision of touch 
and guarded movements are prerequisites in the em- 
ployment of this approach. A positive familiarity 
with the normal relations and diverse pathology in 
this area must be developed. 

Technique. The skin incision, begun a thumb’s 
breadth above and one-half inch behind the an- 


Fig. 1. The relative positions of the right gridiron incision 
to the appendix and ileocecal region. 


runs approximately 


terior superior iliac spine, 
three inches. Its course is oblique so as to make an 


angle of 30° with Poupart’s ligament. It extends 
down to the external oblique aponeurosis. At the 
lower angle of the wound where the fasciculi of 
the external oblique aponeurosis are thinnest, it is 
nicked with the scalpel in the direction of its fibers. 
The nick, just completed in the external oblique 
aponeurosis, is lengthened by running the scissors 
through in the same direction. By spreading apart 
the walls of the external oblique with the thumb 
and index finger of the left hand, the internal 
oblique muscle is exposed. This structure is 
scratched in the direction of its fibers. The closed 
Mayo scissors are then directed through the nick 
just made. The instrument in traversing the 
muscle is directed outward and downward towards 
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the anterior superior iliac spine until the trans- 
versalis fascia and peritoneum are reached. The 
blades of the scissors are then opened, thereby 
separating the muscle fibers more widely. With 
the scissors still interposed, thefindex finger of the 
left hand is inserted and the instrument is with- 
drawn. 

The index finger of the right hand is now inserted 
so that the two fingers lie back to back. The gap 
between the muscle fibers is then widened by separ- 
ating the fingers. Two small retractors, held about 
one inch apart, now draw anteromedially the skin, 
fat and the divided oblique muscles. The present- 
ing transversalis fascia and peritoneum are picked 
up with a Kelly clamp and gently drawn up over 
the tip of the index finger. When certain that no 
viscera have been caught in the clamp, the surgeon 
carefully nicks the peritoneum with a scalpel just 
beyond the tip of the supporting index finger. One 
blade of a Mayo scissors is inserted and an incision 
sufficient for exploration is made.’ 

‘Through this aperture the index finger of the left 
hand enters and feels for the appendix. In cases 
where delivery with the finger is impossible a Car- 
malt or ring clamp is slipped down under the guid- 
ance of the finger and the appendix is grasped 
where the tissue is least diseased, preferably at the 
base. Where the appendix is badly degenerated, 
the meso-appendix should be caught. Guided by the 
finger, the appendix is gently delivered through the 
peritoneal opening. The meso-appendix is ligated 
close to the base of the cecum. If the tissue is ex- 
tremely friable the ligature encircles it twice. The 
meso-appendix is cut from the appendix with a 
Mayo scissors. The base of the appendix is then 
crushed and ligated. The purse-string suture is 
run half way round the cecum, then brought back 
to the starting point and the other half circle is 
completed. 

Removal of the appendix is accomplished with the 
actual cautery, with meticulous care to prevent any 
spilling or spattering of the appendiceal contents. 
The appendix is clamped about one-fourth inch 
from its ligature. A “stick sponge” is placed be- 
neath the appendix close to its base. The “stick 
sponge” together with the clamp and the ring clamp 
on the appendix is held in the operator’s left hand. 
The assistant protects the cecum with a supple- 
mentary sponge held in one hand and, with the other, 
protects and covers the ligature with an anatomical 
forceps while the surgeon applies the actual cautery 
to sever the appendix. 

The surgeon then steadies the cecum by both 
ends of the purse-string suture and directs the as- 
sistant to plunge the forceps holding the ligated 
stump into the cecum, thereby infolding it. The 
purse-string is drawn taut and tied. The end of the 
purse-string, still aimed with the needle, is thrust 
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through the meso-appendix. The meso-appendix is 
thereby drawn over the puckered closure of the 
cecum to reinforce and protect it. The suture is 
then tied and cut. 

Laparotomy sponges are then removed and closure 
is instituted. In cases where no drains have been 
employed, loop catgut No. 1 is used as a continuous 
suture to close the peritoneum and reunite the in- 
ternal oblique and transversalis muscles.  Inter- 
rupted chromicized catgut No. 1 taken double, 
unites the external oblique aponeurosis. Black silk 
generally suffices for the skin. 

In cases where drains have been inserted, it may 
be advisable to employ only silkworm-gut taken as a 


Fig. 2. The relative position of the Battle, Jalaguier or 
Kammerer incision to the appendix and the ileocecal region. 


Not 


suture. infrequently, 


through-and-through 
these are removed in 24 to 48 hours to facilitate 


drainage. In our series silkworm-gut was used ex- 
clusively in 17 cases. 

As stated previously, time is important in acute 
abdominal surgery. The technique outlined above 
admits of rapidity. Twenty-seven minutes was the 
average time; and (Chart 3) the following reveals 
more detailed figures: 

TIME OF OPERATION 
Under 15 minutes 
16—20 
21I—3I1 

Over 30“ 

CHART 3 

Variations from the standard technique are occa- 
sionally required. In one instance, a well localized 
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abscess was more readily approached by the right 
rectus incision, while in another, the midline route 
was utilized for a similar reason. In two other 
cases, the right rectus incision was utilized because 
the possibility of an acute pelvic lesion on that side 
could not be excluded (Chart 4). 

TypEs oF INCISION 

Gridiron 95 Cases 

Right rectus 

Midline 

CHART 4 

Infrequently, the operator may deem it advisable 
or necessary to vary the technique in the treatment 
of the appendix. Appendicectomy was not accom- 
plished in 2 cases because of the poor general con- 
dition of the patient and the futility of freeing a 
badly degenerated organ. Furthermore, stump in- 
version was not effected in 5 instances, for such 
reasons as difficulty in mobilizing the cecum, the 
likelihood of narrowing the ileocecal opening, the 
danger of added manipulations, and an excessively 
infiltrated and friable cecum. 

Retrograde removal of the appendix was de- 
manded on four occasions by inaccessibility and 
hopelessness of delivering the tip without first liber- 
ating the cecal end. 

Isolating the general peritoneal cavity with lapar- 
otomy pads was necessary in 13 cases. This im- 


portant step requires caution and thoroughness in 
the proper distribution of the gauze pads. 
Drainage was instituted in 61 cases, 58 per cent. 


of which required more than one drain. When in 
doubt, we favor drainage, a practice we have had 
no reason to regret. Convalescence has not been un- 
duly prolonged thereby nor has there been unusual 
wound morbidity or incisional hernia. The remark- 
able capacity of the peritoneum to cope with infec- 
tion and absorb its attendant products, particularly 
when the offending focus is removed, is fully recog- 
nized ; nevertheless, our experience has been that the 
tract formed by judicious drainage has proved at 
times a beneficent avenue of escape for accumulated 
serum, pus and blood. 

Rubber dam is the least irritating, most flexible 
and, in general, the most advantageous material 
available for drains, especially tubular rubber dam 
about one-half inch in diameter. To effect a desired 
tamponade action iodoform gauze is utilized occa- 
sionally in conjunction with the rubber dam (cig- 
arette drain). It may likewise be employed to 
maintain an exit through the abdominal wall wide 
enough for free drainage of the peritoneal cavity. 

With respect to the mooted question “When is 
drainage indicated?”, our policy has been always to 
drain when the appendix shows distinct evidence of 
perforation, when perforation is suspected though 
the point of rupture has been sealed by inflamma- 
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tory exudate and when suppurative peritonitis, 
whether localized or diffuse, has supervened. 

Rubber dam drains are employed for a short time 
postoperatively when the reactionary peritoneal 
fluid is malodorous, when a large raw surface re- 
mains, when the operative manipulation has been 
difficult, when soiling by technical error is suspected, 
when the appendix must be removed retrograde, and 
when the meso-appendix has been very friable and 
difficult to ligate. 

It is accepted that drainage of the entire abdo- 
minal cavity is impossible and that all we may hope 
to attain is drainage of a very limited area, con- 
sequent tract formation, and stimulation of the pro- 
tective substances and fluids about the drain site to 
form a barrier that isolates the general abdominal 
cavity from the area of greatest contamination. 

MorTALITY 

There was 1 death in the series, a mortality rate 
of 1 percent. This patient, an Italian boy, six years 
old, was admitted to the hospital with a temperature 
of 106.6°F., five days after the onset of symptoms. 
Immediate operation consisted in removing a gan- 
grenous, perforated, retrocecal appendix and the in- 
The operative time was 28 
minutes. Four days later, he developed rales at 
both pulmonary bases and definite signs of consoli- 
dation at the right base. These cleared up. Seven 
days post-operatively, a left-sided pelvic collection 
was evacuated through a left gridiron incision, The 
patient was convalescing slowly until the 19th day 
after the operation when he developed obstructive 
symptoms. Operative consent was withheld until 
three days later when a high jejunostomy was per- 
formed. Exitus occurred on the 24th day, two days 
after the enterostomy. 

Both latter operations were delayed beyond what 
we believe to have been the opportune time by the 
reluctance of the parents, on each occasion, to 
grant consent. 

POSTOPERATIVE TREATMENT 

The postoperative management of acute appendi- 
citis is stressed as an integral part of the treatment. 
We are inclined to believe that the postoperative 
course is milder and the complications fewer by rea- 
son of the gridiron route. Nevertheless, we maintain 
a scrupulous vigilance for any untoward reactions 
and developments. Early recognition of complica- 
tions, and prompt intervention, when indicated, in- 
fluence results most definitely. 

In the less severe cases, particularly those with- 
out drainage, the patient is. permitted to lie flat in 
bed and is soon encouraged to move about. Mor- 
phine in small, regularly repeated doses is given 
hypodermatically for férty-eight hours. On the 
day following the operation a hot water-bag, lightly 
filled, is placed on the abdomen and the rectal tube 
is passed frequently. Enemata are seldom resorted 
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to before the third or fourth day. Having little 


fear of wound rupture from vomiting or other cause, 
we allow water by mouth liberally about eight hours 
after intervention. Chart 5 illustrates when water 
was permitted. 

OraL ADMINISTRATION OF WATER 
71 Cases 


Before 24 hours 

“ 48 

7 days 
CHART 5 

For more severe cases with varying degrees of 
peritoneal involvement additional measures are re- 
quired. The patient is placed in the Fowler posi- 
tion, except cardiac patients with poor reserve, and 
the very obese. These subjects find more comfort 
and less embarrassment in the sitting-up position. 

When the oral administration of fluid is contra- 
indicated, hypodermatoclysis of saline solution or 
intervenous infusions of saline or glucose solution 
in suitable concentration, is the method of preference 
for, unlike the Murphy or Harris drip, these methods 
admit of precision in the administration and ac- 
curacy in the estimation of the fluid intake, 

Rectal clysis, whether from indifferent nursing 
attention or from causes inherent in the methods 
themselves, have too often proven difficult in ad- 
ministration, and unsatisfactory for the estimation 
of the fluid absorbed. Many patients retain and 
later expel large accumulations of fluid from the 
rectum; very toxic subjects frequently withdraw 
the tip of the catheter from the anus. Instances have 
been noted in which a large quantity of unabsorbed 
fluid caused considerable distress from colonic dis- 
tention and reverse peristalsis. 

It has been our experience that in the very young 
and the aged, abstinence from fluid by mouth is not 
well tolerated; therefore, despite the presence of 
severe abdominal lesions, fluid by mouth is allowed. 

As an abdominal application in drainage cases, 
moist heat in-the form of hot boric acid stupes or 
dressings is valuable. The electric light baker, ap- 
plied over the entire abdomen, furnishes a form of 
heat especially satisfactory in cases of diffuse 
peritonitis. 

Morphine is more liberally given than in the 
milder cases for its sedative and analgesic effect and 
for the control of intestinal peristalsis. 

Whenever gastric dilatation, paralytic ileus or in- 
testinal obstruction is suspected or present, the pass- 
ing of a stomach tube affords the double purpose of 
investigation and relief—a measure of exceptional 
value. 

In determining the time for the removal of drains, 
we are guided by the condition of the wound, the 
abdomen and the general reaction of the patient. 
In instances where drains have been inserted as a 
safeguard against undue oozing of serum or blood 
or local contamination, it is generally safe to re- 
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move the drains in forty-eight hours. In cases with 
local or diffuse peritonitis, or abscess formation, the 
drains, moistened by the application of peroxide of 
hydrogen, are gradually loosened. Whether drain- 
age has been single or multiple, the last drain is not 
removed before the temperature has remained nor- 
mal for at least twenty-four hours. Notwithstand- 
ing any outlined routine, each case requires indepen- 
dent consideration. While too early removal of 
lrains may result in the formation of residual 
abscesses, needlessly prolonged drainage favors con- 
tinued suppuration, lengthens convalescence and 
weakens the abdominal wall. 
POSTOPERATIVE COMPLICATIONS 

The infrequency of postoperative complications 
demanding definite attention or concern is perhaps 
significant. 

Pulmonic disturbances were noted in 7 cases, with 
signs of consolidation in 5, and bronchitis in 2 in- 
stances. The average day on which lung signs were 
first found was the fifth. 

Secondary abscesses developed in 5 cases, all of 
which required incision and drainage. The pelvis 
and lower abdomen were the favored places for 
these collections. Two were opened through the , 
rectum, one through the posterior fornix of the 
vagina, and the remaining two through the abdo- 
minal wall. Of the last mentioned, one was reached 
through the original McBurney wound, and the other 
by way of a left gridiron incision. The collections 
were first observed on the 6th, roth, 12th, and 18th 
days, respectively. 

Obstructive symptoms were present in 9 cases. 
Two of these required enterostomy; one, detailed 
above, met a fatal termination. The other made an 
uneventful recovery after a jejunostomy performed 
the seventh day postoperatively. The remaining 7 
cases were relieved by nonoperative measures. 

Thrombophlebitis of the right femoral vein pro- 
longed the hospital stay of 1 patient to 28 days. 
Local and supportive measures constituted the treat- 
ment, 

Eighty patients left the hospital before the ex- 
piration of two weeks. Thirteen cases spent more 
than 20 days in the hospital (Chart 6). 

Days in Hospital . . No. of Cases 
Less than 11 14 
II—I5 66 
16—20 7 
Over 20 13 
CHART 6 
SUMMARY 

Of 100 cases of severe acute appendicitis here re- 
viewed, 82 per cent. were gangrenous and 37 péer 
cent. perforated. Drainage was instituted* in 61 
cases, and in 58 per cent. of these more than one 
drain was used. Our policy has been to drain’ when 
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in doubt. The mortality rate for this series was I 
per cent. 

In consideration of the fact that the right grid- 
iron or McBurney incision offers a quicker, safer, 
more direct, and more accessible approach and a 
simpler, more rapid, and more secure closure than 
any other route, it should be much more generally 
favored by surgeons in operations for acute appen- 
dicitis. 

For many years, Dr. William Linder, chief of the 
Surgical Division, has been a keen advocate of the 
McBurney incision. To him we express our ap- 
preciation for invaluable suggestions and many 
courtesies, 


SAFEGUARDED THYROIDECTOMY 
CHARLES CONRAD MILLER, M.D. 
CHICAGO 
Thyroid surgery as generally practiced today is 
the evolution of an operation that found favor in 
Europe some thirty years ago. Kocher, in Berne, 
developed a technic that inspired operators in Amer- 
ica. Charles Mayo, Halsted, Crile, Ochsner, Frazier 
and many others practiced the operation in this 
country but the technics usually followed by these 
operators are essentially those of specialists with 
unusual skill and great nicety of surgical judgment. 
The general surgeon should do the thyroid sur- 
gery of his neighborhood, for more than half the 
thyroid cases require more than one operation, or 
treatment after operation, and all require long 
periods of watching by one who understands the 

phases of thyroid disorders. 

Kocher’s technic was that evolved by a very skill- 
ful surgeon and in his very expert hands this plan 
of surgical attack was very effective; but there are 
avoidable difficulties which to a comparatively inex- 
perienced operator may become very grave dangers. 
Modification of technic that will avoid dangers and 
make thyroid resections safe in the hands of men 
with comparatively limited experience in thyroid 
surgery need be popularized so that the general 
surgeon will be influenced to operate; for it is pos- 
sible to adopt methods of procedure that will make 
thyroidectomy in the hands of the general surgeon 
as safe as tonsillectomy, that is, as tonsillectomy is 
usually practiced today. 

For the sake of clearness I shall describe the steps 
in a thyroid enucleation pointing out as I do so 
modifications in the technic that will change the 
character of the operation from one requiring great 
surgical skill and nicety of judgment to one that 
can be performed safely by the operator with limited 
goiter experience. 

All thyroid surgery is best done with local anes- 
thesia. In this way dangers are minimized and con- 
valescence is shortened. Patients who are unusually 
nervous should receive small doses of morphia and 
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hyoscin or scopolamin preliminary to operation. 
Morphia and hyoscin or scopolamin should be given 
to produce a calm, unemotional state, not a stupor. 
Novocain infiltration is the simplest, most effective 
and no doubt the safest method to enable painless 
operation. From four to six ounces of one-half per 
cent. solution is adequate for goiters of moderate 
size. The first infiltration is made along the line 
of the skin incision, the needle being passed through 
the deeper layers of the skin, distending this 
rather tightly; then a line of infiltration is made 
beneath the skin. This permits painless division 
of the skin, superficial fascia and platysma down to 
the deep cervical fascia. High and low incisions have 
their advocates. One should be chosen by the in- 
expert operator across the most prominent part of 
the tumor mass and should correspond in direction 
to the natural skin lines. 

The first incision brings the operator down to the 
deep cervical fascia and the flaps formed should be 
well loosened and drawn upward and downward, 
giving a large exposure of the underlying ribbon 
muscles. All bleeding points are immediately 
caught with hemostats. Infiltration with the novo- 
cain solution is now made along the midline and the 
operator divides the tissues from the thyroid cartil- 
age to the upper border of the sternum. Visible 
veins are pushed aside and those cut are immediately 
clamped. All tissues in the grasp of hemostats 
should now be ligated with fine iodinized gut; num- 
ber o is large enough. 

When tumor masses beneath the ribbon muscles 
are small, the expert operator can retract these 
muscles from the midline and remove the thyroid, 
but access is not as good. The inexpert will do well 
to avoid any manner of procedure that may in any 
way interfere with clear, direct-vision surgery; 
therefore, he should divide the sternohyoid and 
sternothyroid muscles. Before this is done infiltra- 
tion under them, between them and the gland mass, 
facilitates their engagement in clamps and division. 
The needle is passed under the sternohyoid and 
sternothyroid of one side. The needle point will 
naturally follow the loose fascial tissues between 
these muscles and the gland mass. Clamps can then 
be pushed in, grasping these muscles at right angles 
to their fibers. Operators have advocated high, low 
and median division of these muscles. The inexpert 
should select the point of greatest prominence of 
the underlying thyroid for the point of section. One 
jaw of the clamp is passed under the ribbon muscles 
to the margin of the sternomastoid. Clamping and 
division of the sternomastoid should be avoided. 
When the section is made between the clamps, these 
instruments are then used as retractors and one is 
reflected downward, the other upward. 

It is obvious that up to this point the technic has 
closely followed that advocated by so many operators 
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in the past. From this point the average surgeon 
must deviate from the general practice. Infiltration 
should be effected around the periphery of the gland 
mass exposed. Kocher advocated that the gland 
mass be freed with the fingers or by blunt dissec- 
tion, using a large special dissector and director of 
his own design. Operators the world over have fol- 
lowed this blunt dissection method of procedure. 
In the hands of the very expert operator it may be 
safe enough. With the average surgeon it may lead 
to fatal complications. The thyroid is vascular and 
in the fascial layers surrounding the gland are large 
veins anastomosing between the principal vessels. 
These veins are easily enough torn when healthy 
but often in hyperthyroidism they are friable, with 
unusually thin walls from constant distention. 
Blunt dissections require a great nicety of surgical 
judgment and even with skill and care, sudden, pro- 
fuse venous hemorrhage may occur. Arterial bleed- 
ing is easy to recognize and control, as the blood 
spurts in a tiny pulsing fountain from one single 
point, but venous bleeding is altogether different, the 
blood often suffusing the field from a recess that is 
hard to locate. When the surgeon attempts to en- 
circle the gland mass with the gloved finger, it is 
from the depths of the wound out of the line of 
vision that the blood comes in a heavy flow. The 
expert, with much experience, may handle such 
bleeding safely when the flow would confound the 
less experienced surgeon. It is for this reason that 
the general surgeon should discard all technics that 
involve blunt dissections. - 

When capsular tissues are pushed together into 
masses or folds, either with the finger, gauze pads 
or the heavy blunt Kocher dissector, ligations must 
be in masses, and to facilitate this nearly all opera- 
tors use large clamps with long jaws and these are 
forced under the gland and locked, crushing the 
tissues and rupturing the intima of the blood ves- 
sels. These measures are sufficient to cut off all 
blood supply to the gland mass. Such procedures 
may be quickly completed and may be easy for an 
expert but damage to the tissues is undeniable and 
one who gives the matter thought cannot fail to be 
impressed with the influence that this crushing of 
all blood vessel supply may have upon the thyroid 
nodules left to maintain the essential functions of 
the gland. When the operator has exposed the an- 
terior aspect of the gland mass, enucleation can 
progress systematically without the biunt dissection 
provided all capsular tissues before being cut are 
clamped with hemostats. Temptation to grasp large 
folds of capsule should be resisted and no effort 
should be made to push off the capsular tissues to 
reduce the number of hemostats needed. A chance- 
less technic can be instituted by grasping the an- 
terior aspect of the gland with holding forceps and 
drawing the mass up slightly so that a small fold 
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is formed in the capsule at a point just external to 
the trachea along the superior margin of the gland. 
This fold is immediately snapped with a small- 
jawed hemostat. The fold grasped should be close 
against the gland mass. The hemostat is then tilted 
upward away from the gland. As this is done the 
capsular tissues close to the gland are cut. This is 
best done with a sharp scalpel. The object of the 
surgeon is to cut the capsular tissues so close to the 
gland parenchyma that only the most closely ad- 
herent capsular fibers are left in contact with the 
gland at the point of division. By gentle traction 
a slight prominence of the capsular tissues is formed 
immediately external to the first hemostat. This is 
immediately snapped with a hemostat, as close to the 
gland mass as possible. The hemostat is tipped up- 
ward, tension thus being made on the capsular 
tissues between the hemostat and the gland mass 
and the capsular tissues cut close against the gland 
parenchyma. By slightly altering the traction upon 
the gland mass a third capsular inclusion is made 
with a hemostat external to the second, the hemostat 
tipped upward and outward and division again made 
close to the gland structure. Progression is thus 
made systematically around the gland. If care is 
taken not to cut quite to the point of the hemostat, 
no bleeding whatever occurs and the wound remains 
entirely free from blood without wiping. The en- 
tire semicircle of the gland is thus made and as the 
point below beside the trachea is reached, it will be 
found that the gland mass has arisen materially and 
it can be tipped further so that the capsular tissues 
not previously accessible come into the operator’s 
line of vision. Progression now occurs from the 
median line below upward, again encircling the 
gland, and when a second row of hemostats have 
been used, unless the gland mass be very large the 
lobe of the thyroid will be attached only by a small 
area of capsular tissues immediately behind and be- 
side the trachea. Should the patient at any time 
feel the least pain, infiltration is quickly made under 
the gland. When only a comparatively small area 
of the lobe is attached behind this is to be cut 
through, the knife passing through the glandular 
structures so that a disk of glandular tissue will be 
left. 

‘Before taking up the manner of dealing with 
gland structures to be left, it may be well to point 
out the very material advantages of this technic up 
to this point. The operator has made no effort to 
pull forcibly upon the tissues. No matter how thin 
the vessel walls or how friable, there is no danger 
of tearing them and causing hemorrhage. The 
operator has not had to orient himself. Having 
distinguished the gland mass and taken hold of it, 
from then on he works close against the gland. The 
most inexpert of operators orients perfectly. There 
is no danger of dividing important vessels or rierves 
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as the enucleation progresses directly under the eye 
of the operator and so close against the gland tissues 
that no important structures can be inadverently in- 
jured. No effort should be made to identify the 
principal vessels, poles of the gland or adjacent 
structures. Each hemostat as it is applied is laid 
close against the gland, pressed into the structure so 
to speak; then after it is locked it is tilted away 
from the gland, enabling the operator to cut so 
close to the gland structures that actually nothing 
is removed but the gland parenchyma and the thin- 
nest, most closely adherent fibers of the gland cap- 
sule. 

If this isthmus is not overdeveloped, when all 
tissues encircling the gland have been clamped and 
cut except the small disk behind the gland and be- 
side the trachea the operator cuts with scalpel dire:t- 
ly through the parenchyma of the gland, the object 
being to leave a flat, nearly circular or oblong disk 
of parenchyma overlying the recurrent laryngeal 
nerve. As this division is made through the gland 
structure, oozing begins from the cut surface. This 
is immediately controlled with a mattress stitch of 
fine iodinized catgut drawn just tight enough to 
check it. Only very light compression by the stitch 
is necessary. 

The status of the case at this point is that the 
enucleation has been effected on one side, all -ap- 
sular tissues cut are in the grasp of hemostats, aid 
the field is free from blood. 

With Kocher types of technic, vessels at the poles 
are isolated and clamped with powerful crushing 
clamps. The structures are cut through so that 
gland fragments left have had the blood supply cut 
off by crushing forceps. Before the clamps are re- 
moved the crushed pedicles are tightly ligated, often 
doubly ligated. The blood vessel crushed in a clamp 
has the intima ruptured. When, in addition, liga- 
tion is practiced the blood supply through the vessels 
is cut off. After such procedure nodules of thyroid 
left by the operator must re-establish a new blood 
supply. They are really merely auto-grafts. We 
read \nuch and hear more about the amount of gland 
tissug needed. It is not as important to leave a 
specific amount as it is to leave glandular tissue 
with an undisturbed blood supply. That is what we 
do when a disk of glandular tissue is left with intact 
capsular attachments. Any deficiency of thyroid is 
quickly| regenerated from the disks left, whereas the 
nodule \left with its blood supply cut off will be 
surrounded completely by scar tissue. That I be- 
lieve | why such glandular masses atrophy later 
and patients gradually develop evidences of thyroid 
cn. In the Kocher types of technic the 
nodules xre left distant from the trachea near the 
poles, the glandular tissue over-lying the recurrent 
laryngeal \nerve is cut away and with it more or less 
of the capsular tissues. While operators realize the 
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danger of this nerve and in this situation keep as 
close against the glandular tissues as is possible, 
the proximity to the nerve causes many temporary 
paralyses and sometimes lasting ones, as cicatrization 
processes are not entirely within the control of the 
surgeon and it is not impossible for a clean wound 
to heal and involve the nerve when only a part of 
the capsule is between the nerve and the wound area. 
Nodules of glandular tissue sometimes hypertrophy 
in an unsightly manner and removal necessitates an- 
other operation, which will not be demanded when 
the flat disk of thyroid is left. 

By the technic I have described no operator need 
have difficulty keeping his bearing. Even skillful 
surgeons cannot always keep in the proper cleavage 
planes in finger dissections. The skillful operator’s 
finger may stray and do considerable damage before 
the error is discovered and the unskillful surgeon 
by such errors may cause actually fatal complica- 
tions. 

After the type of enucleation I have described all 
tissues in the grasp of hemostats are tied with iodin- 
ized gut before the hemostats are removed. Often 
two or three hemostats may be held together and the 
tissues tied with one ligature as the clamps are re- 
moved. No attempt should be made to identify 
vascular segments; less time is required merely to 
tie all tissues before the hemostats are removed. 

After removal of all tissue that the operator elects 
and ligations are made to insure hemostasis, closure 
is effected in any of the orthodox ways. 


DISEASES OF THE THYROID GLAND, 
WITH SPECIAL REFERENCE TO GOITER. 
A SUMMARY 


JOHN M. WILSON, M. D. 
MOBILE, ALABAMA 


It is my intention in this short article merely to 
discuss in a brief way the more common thyroid 
diseases that present themselves not infrequently to 
the surgeon. 

That the thyroid gland is an organ of great im- 
portance is readily shown by the fact that any dis- 
turbance of its function is quickly accompanied by 
signs and symptoms that are abnormal. That it is 
essential not only to the life but to the well-being of 
an individual, is shown by the presence of cretinism 
or myxedema when it is absent or functionally in- 
active, and by the presence of hyperthyroidism when 
the gland is overactive. 

The thyroid functions through its active ingred-, 
ient, iodothyroglobulin, a protein-iodine compound. 
This secretion has a great influence on the nutrition 
of the body. The iodothyrin, or specific secretion of 
the thyroid, may be likened to a catalytic agent—in- 
creasing the rate of formation in the cell of potential 
energy. Metabolism, therefore, is increased in hy- 
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perthyroidism and decreased in myxedema, due to 
the decrease of catalytic agent. 

Of diseases of the thyroid gland, goiter in some 
form is the anomaly that concerns us most. 


As to the cause of goiter many theories have been 
advanced. As iodine forms part of the hormone, 
iodothyrin, the specific secretion of the thyroid, there 
is scarcely any doubt that a deficiency of iodine is of- 
ten responsible for colloid goiter which is so often 
seen in those districts where there is a deficiency of 
iodine in the food and water supply. It is possible 
that the gland enlarges due to its fruitless attempt 
to supply the necessary secretion in the absence of 
a sufficient amount of iodine. To corroborate this 
further it has been shown that by the administration 
of small doses of iodine to school children and 
others this form of goiter can be prevented. How- 
ever, the administration of iodine should be done 
with due care, as it has been shown that the indis- 
criminate use of this drug can produce toxic symp- 
toms. 

Endemic goiter has been known since the 14th 
century. Some forms of goiter are common in cer- 
tain regions of Switzerland, northern Italy, in the 
Himalayas and Andes. Goiter may occur anywhere 
in the United States but seems to be more prevalent 
in the northwestern states and in those drained by 
the Great Lakes. 


The colloid goiter, also called simple goiter, pre- 
sents usually a normal or subnormal metabolic rate. 
This form of goiter is generally non-surgical. It is 
generally found in young people (adolescent goiter. ) 
It will usually respond to the administration of a 
little iodine, or some times to small doses of thyroid 


extract. It is very important to differentiate mild 
exophthalmic goiter from a colloid goiter in a very 
nervous patient with cardio-vascular disturbance. 
The metabolic test is a very valuable guide in the 
differential diagnosis of these two conditions. In 
the colloid goiter the rate will be normal or de- 
creased, whereas in the mild exophthalmic goiter pa- 
tient it will be increased. 


In the adenomatous goiter there are present in the 
gland, one or more encapsulated tumors, which 
probably have their origin in fetal rests. This form 
of goiter may be found in an otherwise normal thy- 
roid, or it may occur in a colloid gland. In other 
words there is a possibility of finding an adenomat- 
ous goiter associated with a true colloid goiter. That 
the adenoma has no normal thyroid function, is 

«shown by the fact that occasionally when one or 
more adenomas are present, myxedema may exist at 
the same time. This form of goiter may or may not 
be surgical. If from its size it is causing pressure 
symptoms, is becoming unsightly or is causing toxic 
symptoms, it is then a true surgical condition. In a 
young person when the adenoma is small and causing 
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no toxic symptoms operation is not demanded. Ina 
patient at or past middle age the adenoma predis- 
poses to malignant changes. This form of goiter 
may be classified then as with or without hyperthy- 
roidism. If hyperthyroidism is present the metabol- 
ic rate will be increased, and operation should be 
performed regardless of the age of the patient. It 
is claimed by some that approximately one-fourth of 
adenomas will become toxic and cause hyperthyroid- 
ism. It is also claimed that an adenoma is carried 
on the average from fourteen to sixteen years be- 
fore toxic symptoms are produced. In my experi- 
ence, iodine has been of no value in any form of 
adenomatous goiter and is in most cases contraindi- 
cated. Ligations have been of little or no value. 
Rest in bed before and after operation, together with 
digitalis for cardiac decompensation has been the 
routine in most cases. 


Exophthalmic goiter is a constitutional disease. 
characterized by an increased metabolic rate, hyper- 
thyroidism, exophthalmos, and hyperplasia of the 
thyroid. The gland is usually enlarged, and exoph- 
thalmos is usually present. In a few instances the 
gland is not enlarged and exophthalmos is not pres- 
ent, but these are the exceptions. Extreme nervous- 
ness, and rapid heart action, accompany the disease, 
as sometimes do gastro-intestinal crises. The exact 
cause of this condition is not known, and various 
theories have been advanced. It seems that a de- 
ficiency of the iodine element might be either a 
cause or an effect, as it has been shown that the 
administration of iodine exerts a very favorable in- 
fluence over the disease—so widely in contrast to 
what was formerly taught. Exophthalmic goiter 
exerts a very deleterious influence on both the 
nervous and the cardio-vascular systems. Possibly 
in no other type of disease, capable of exerting such 
disastrous effects, can more gratifying results be 
obtained by appropriate treatment when properly 
carried out, than in this form of thyroid disease. 
That the disease is sometimes spontaneously cured 
without surgery there is no doubt, but at the same 
time medical treatment alone undoubtedly carries a 
mortality of its own. The treatment in the main 
is surgical, supplemented, of course, by rest in bed 
and digitalis for cardiac decompensation. Proper 
diet and plenty of fluids are not to be overlooked, of 
course. As stated previously, the administration of 
iodine finds a great field of usefulness as a prepara- 
tory aid in this form of goiter. The symptoms are 
ameliorated and the metabolic rate is reduced by 
its administration, and since its use preliminary 
ligations, formerly so often employed, are seldom 
necessary. The patient is rendered a safer opera- 
tive risk. It is well following operation to continue 
the use of small doses of iodine during conva- 
lescence. To prevent and, when it occurs, to’ com- 
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bat a thyroid) crisis following operation we have 
frequently ad\ninistered iodine in the form of 
Lugol’s solution by rectum, when nausea prevented 
its administration by mouth. 

Having mentioned the commoner forms of goiter, 
namely, the colloid, adenomatous, both with and 
without hyperthyroidism, and exophthalmic, it is but 
proper to mention briefly malignant tumors of the 
thyroid. Carcingma seems to be the most frequent, 
but, sarcoma the most malignant. A malignant 
tumor of the thyroid scarcely if ever develops in a 
normal thyroid, as possibly fifty per cent of malig- 
nancies give a history of pre-existing goiter. The 
adenoma is very ptone to become malignant, and pa- 
tients should be advised of this potential danger. 
An adenoma appearing in a patient at or past middle 
life should by all means be removed to avoid this 
danger. Surgery offers the best chance for cure of 
a malignant tumor | of the thyroid, provided the 
growth has not passed beyond the capsule. Of 
course, removal of \the malignant growth should 
leave the parathyroid$ undisturbed. Metastasis oc- 
curs into the lungs, liver and sometimes the bones. 
Inoperable cases should be treated with x-ray and 
radium, After a malignant tumor has been removed 
it is quite proper to follow operation with x-ray and 
radium therapy. \ 

Myxedema and cretinism are, of course, non-sur- 
gical conditions. Thyroid grafting has been recom- 
mended in these conditions, but the improvement has 
been temporary. The treatment of these conditions 
is best carried out by thyroid feeding. 


TRANSSACRAL BI,OCK IDEAL FOR 
SUPRAPUBIC PROSTATECTOMY 
LANNING E. M.D. 

LAMAR, COLORADO 


For the past thirteen years I have been using 
local anesthesia with growing enthusiasm in an in- 
creasing number of abdominal operations. I have 
found suprapubic prostatectomy to be ideally suited 
to transsacral block. 

The choice of an anesthetic is most important. 
Since 1913 I have been using novocain with adrena- 
lin. Novocain meets the requirements for an ideal 
anesthesia, being non-toxic, causing no local dis- 
turbances, readily stevilizable by boiling, compatible 
with adrenalin and sufficiently lasting for the most 
protracted operations. I have used various strengths. 
Before the war I was using 0.5% solution, with five 
drops of adrenalin solution, 1-1000, to the ounce. 
After war was declared, owing to our limited sup- 
ply, I began using 0.25%, with equal success. The 
introduction of adrenalin and its synthetic substitute 
has been a marked advance in local anesthesia. The 
form in which it is commonly used is the solution 
of adrenalin chlorid, 1-1000, in physiological salt 
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solution, with the addition of 0.5% of chloretone. 

The unstable nature of the animal product and the 
admixture of organic impurities, and the fact that 
it decomposes and deteriorates very easily gave 
rise to the desire to produce this drug synthetically 
in a pure form. Such a product is now on the mar- 
ket and is called L-suprarenin syntheticum. It has 
been thoroughly tested by Biberfield, Abderhalden 
and Cushing, and found to equal, if not surpass, in 
its chemical and physiological properties, qualitative 
as well as quantitative, the best substances obtained 
from the suprarenal glands. On account of its pur- 
ity, stability of action, and greater durability, it is 
far superior to the organic drug. Even synthetic 
suprarenin is very sensitive. Free alkali, air, light 
and, especially, heat cause it to decompose. It must 
be kept in bottles made of special alkali-free glass, 
aud it should not be exposed unnecessarily. In so- 
lution it is stable for only a comparatively short 
time; in tablet form it keeps practically indefinitely 
either alone or in combination with procain (Amer- 
ican novocain). Another advantage of the synthetic 
over the organic adrenalin is that it may be boiled 
for a short time for sterilization without decom- 
position. Pink or red coloring of the solution is a 
sign that the drug is decomposed. If present, it 
should be discarded so as to prevent toxic and ir- 
ritating effects, 


In order to avoid toxic effect a freshly prepared 
isotonic solution of 0.25% procain (American novo- 
cain) with synthetic suprarenin should be used. A 
great many competent surgeons consider apothesine 
as good as novocain. The drug differs in two essen- 
tials: novocain is made with ethyl alcohol and ben- 
zoic acid, and apothesine with propyl alcohol and 
cinnamic acid. 

Preparation of the patients is the same as for 
general anesthesia. It is necessary to gain absolute 
confidence. They must have assurance that the op- 
eration can be done painlessly. We plug the pa- 
tient’s ears with cotton, as the sound of instruments 
sometimes annoys him. A moistened cloth is placed 
over the eyes. The nurse engages the patient in 
conversation when they are inclined to be nervous. 


Preliminary injections of morphin are a great 
aid in work under local anesthesia. The patient’s 
senses should be sufficiently numb so that they do 
not worry. In our first cases we were using pre- 
liminary injections of hyoscin with morphin, but 
owing to an occasional noisy delirium produced by 
the hyoscin, we have discontinued its use and are 
now using morphin, one-fourth grain, in combina- 
tion with 1/150th grain of atropin one-half hour 
before operation. A few cases have required a sec- 
ond injection of 1/6th or 1/8th grain of morphin. 

Allen recommends preliminary injections of pan- 
topon, 1/6th to 1/2 grain in combination with 
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1/150th grain of scopolamin. We have used this 
combination in a number of cases, but prefer mor- 
phin and atropin. 

The details of technic are most important. I fol- 
low closely the method described by Sherwood- 
Dunn*. With the patient lying face down on the 
table, a cushion is slipped under the hips to raise 
the sacral regions and make the landmarks more ac- 
cessible. With the aid of an applicator, dipped in 
1% mercurochrome solution, a line is drawn from 
the crest of one ilium to that of the other. The 
posterior superior spines of the ilia and the sacral 
cornua are located and marked. A line is now 
drawn from the sacral cornua through the middle 
of the line connecting the crests of the ilia, A point 
four centimeters on each side of the median line on 
the line connecting the crest of the ilia is marke:l. 
This point is connected by a line drawn downward 
to the tip of the corresponding sacral cornua. This 
line passes directly over the five sacral foramina. 
Beginning at the top, the first foramen is found on 
this line directly opposite the tip of the spinous pro- 
cess of the fifth lumbar vertebra. The second one 
is about three and one-half centimeters below. Two 
and one-half centimeters further down is the third; 
two centimeters down is the fourth; and one-half 
centimeter below this is the fifth. The first is about 
35 mm. from the median line; the second, 30; the 
third, 25; the fourth, 20; and the fitth, 15 mm. 


Technique of the injections: The spine is wiped 


off with alcohol. Five dermal wheals are raised on 
each side overlying the sacral foramen. I use a 
special 5 cc, Luer type syringe made to embody 
some of my suggestions. Begin at the top with a 
needle nine centimeters long. If the needle does 
not enter the foramen it is usually easy, by feeling 
around with the point of the needle, to locate the 
opening. The patient usually complains of a cramp- 
like feeling in the abdomen or legs, which is proof 
that the operator has struck the nerve. All five 
foramina are injected, using about 2 cc. of 0.25% 
solution in each foramen. After fifteen minutes 
the operation can be started. In the meantime the 
abdomen is prepared in the usual manner. 

A small fold of suprapubic skin is pinched up and 
the needle is inserted very superficially, and almost 
parallel with the skin. This produces intradermal 
anesthesia. A white wheal appears, and subsequent 
injections are made along the proposed line of incis- 
ion by means of the short needle. It is inserted in 
the wheal already made and advanced, injecting the 
solution as the needle is being pushed forward. 
Several deep injections are now made with the long 
needle entered into the first wheal, directing the 
needle downward and injecting as it is advanced, 
leaving about two drams of the solution in the sub- 


*Sherwood-Dunn, B.: Kegional Anesthesia. 
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cutaneous tissues. In making deep injections it is 
not necessary to puncture the skin in several places, 
as the long needle will cover a very large area when 
its direction is changed. If the details of technique 
are carefully carried out one should secure perfect 
anesthesia. If a two-stage operation is selected the 
preliminary suprapubic cystotomy can be done under 
abdominal infiltration omiting the transsacral block. 
After the bladder has been thoroughly irrigated with 
a warm boric acid solution it is distended, and the 
catheter, clamped, is left in. The bladder is now 
opened and the prostate is exposed. By means of 
the gloved index finger, the mucous membrane of the 
roof of the prostatic urethra is broken through and 
the gland is enucleated. Pains should be taken to 
spare the urethra as much as possible. With the 
help of a Mason-Judd retractor the bladder is care- 
fully inspected and bleeding vessels are clamped and 
tied. If there is a general oozing which can not be 
controlled by packing introduced for a short time, 
I follow the method of Warbasse. A _ perforated 
two-inch bandage is threaded over the catheter and 
pulled into the prostatic bed. As much pressure as 
desired can be made on the penile end. I have 
used this method several times with excellent re- 
sults. A suprapubic drainage tube is left in for 
five days. At the end of this time a Beer supra- 
pubic drainage cup is firmly attached by means of 
Z. O. adhesive plaster mass.* This is the most 
effective means of controlling the drainage I have 
ever found. The adhesive plaster mass is mixed 
with a sufficient quantity of benzine to dissolve it. 
This is allowed to evaporate until the mixture ac- 
quires the consistency of tar. The cup can then 
be applied without leakage. 

The technique described has given satisfactory 
results. 

Why should we use local anesthesia? First and 
foremost to avoid the many dangers to life of gen- 
eral anesthesia. We have seen patients die of post- 
anesthesia pneumonia, paralytic ileus, dilated stom- 
ache, nephritis and acute dilatation of the heart. 
While I believe that pulmonary embolism and in- 
farction are the real etiological factors in post-opera- 
tive pulmonary complications, nevertheless I think 
that general anesthesia is a contributing factor 
worthy of serious consideration in these old men, 
many of them having chronic bronchitis. All of these 
cases, with the possible exception of pneumonia, are 
the results of the anesthesia and not of the operatioi 
itself. 

Under local anesthesia it is not necessary to starve 
the patients beforehand, and in debilitated subjects 
this is a great advantage. Post-narcosis disturbance 
of the alimentary canal is not present. Undoubtedly 
post-operative vomiting has been responsible for 
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hernias. Many patients survive an operation but 
die from metabolic interruption. 

The severe pains in the back often complained of 
after general anesthesia are due to complete relax- 
ation of the ligaments supporting the vertebral 
column. This is avoided with local anesthesia. On 
the whole, our results have been more pleasing than 
with general anesthesia, and equally as satisfactory. 


THE SEDIMENTATION TEST IN OBSTET- 
RICS AND. GYNECOLOGY* 


HERMAN L. FROSCH, B.S., M.D. 
Assistant in Gross Pathology, Lebanon Hospital, 
NEW YORK 

When I began the study of sedimentation of red 
blood cells two years ago, I approached the subject 
with some misgiving and hesitancy. Too many 
physicians today are ignoring or forgetting their in- 
herent and acquired abilities as diagnosticians and 
are constantly calling in the aid of tests before study- 
ing the case thoroughly from the point of view of 
history and physical findings. ‘he medicine of 
Sydenham, Laennec and Lister is being too often re- 
placed by an already overworked diagnostic equip- 
ment. ‘The best test is not a substitute, but an aid or 
corroboration in diagnosis. 

lt is not my purpose to go into a detailed history 
of this subject. Be it sufficient to say that as far 
back as 1797 John Hunter observed a difference in 
the rate of sedimentation of red blood cells in dii- 
ferent diseases. Ever since his day different work- 
ers, especially Virchow, whose work was continued 
by Fahrenaus and Linzenmeier, have been studying 
this phenomenon. 

‘The special method that 1 have used is as follows: 
Into a 1 c.c. syringe which must be absolutely dry, 
is drawn up 0.2 c.c. sterile 5% sodium citrate solu- 
tion. To this is now added 0.8 c.c. of blood drawn 
directly from the vein. The contents of the syringe 
are thoroughly mixed and emptied into specially 
made tubes, 6.5 cm. long, 5 mm, in diameter and with 
a capacity of a little over 1 c.c. Two marks are used. 
the 1 c.c. mark, and another one 18 mm. below it 
which is called No. III. The time it takes for the 
red blood cells to reach mark No. III and leave the 
plasma above it clear, is called sedimentation time. 

Any sedimentation of red blood cells that takes 
more than two hours is, in my opinion, a normal 
finding and need not be considered at all. Since this 
is a special section, I shall skim over briefly the sali- 
ent features of its application to medicine and sur- 
gery and confine my main attention to its application 
to gynecology and obstetrics, 

in medicine the test serves two purposes: First, 
it is an aid in diagnosis; second, it helps in evaluat- 
ing the progress of the cases. The two are rather 
closely related. 

The prognosis is grave in a case having a sedi- 


" mentation time of less than one half hour during the 


entire period of illness. Thus, done at intervals, the 
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test will demonstrate whether the patient is improv- 
ing or getting worse. This is particularly important 
in tuberculosis sanitarium treatment as some Ger- 
man workers have shown. 

I cite two cases to prove this contention. ° 


J. S., 28 years old, came to the hospital complaining of 
fever, dyspnea, cough and oral discharge. Three weeks 
previously he had grippe (?) for four days, running a 
temperature of 101° F. Subsequently he developed an 
otitis media for which the drum had to be incised. Follow- 
ing this, he was confined to bed because of weakness, lassi- 
tude, dyspnea, productive cough, and fever ranging between 
1o1°-103° F. Past History: Frequent sore throat during 
childhood. Rheumatic fever at 14 years of age; recurring 
attacks up to 19 years of age, when his endocardium be- 
came involved. Bilateral pneumonia in 1918. 

Physical examination: White male, acutely ill, dyspneic 
and pale. Purulent discharge from right ear with a small 
perforation of the drum. Heart enlarged; double mitral 
and aortic regurgitation. There was tenderness of the 
small joints and a barely palpable spleen. Upon admission 
his temperature was 103”, hemoglobin 66%, W. B. C. 13,000, 
P. 82%, L. 18%, sedimentation time 70 minutes. 

One week later he developed chills, fever, sweats; painful 
red, tender and swollen joints. His temperature at that 
time was 103°, W. B. C. 16,000, P. 81%, L. 19%, sedimen- 
tation time 35 minutes. One week later, the patient was 
clinically very much improved. His joint symptoms had 
almost completely subsided, temperature 100°, sedimentation 
time 55 munutes. The patient remained in the hospital 
for three additional weeks. During that period the sedi- 
mentation time steadily increased, so that on the day of 
his discharge it was 135 minutes. 

W. W., clinically a typical case of subacute bacterial 
endocarditis, with a history of chronic rheumatic endo- 
carditis, with never a positive blood culture. The first 
sedimentation time was 82 minutes. She remained in the 
hospital for almost two months during which time the 
temperature fluctuated, at times reaching 104°, and also for 
many days remaining normal. During that period the sedi- 
mentation time was constantly falling, and when she re- 
leased herself her sedimentation time was 12 minutes, tem- 
perature 102°, W. B. C. 12,000, P. 69%, L. 31%. She died 
two months later at her home. 

Briefly, an increasing sedimentation time means 
that your patient is improving. A diminishing sedi- 
mentation time indicates that your patient is getting 
worse. 

This conclusion also holds good for surgical and 
gynecological cases. Any surgical patient who gives 
a sedimentation time ot less than one half hour re- 
quires an operation. The less the sedimentation 
time, the graver the condition of the patient and the 
poorer the prognosis, 

In a case of acute appendicitis in a boy, 8 years old, the 
sedimentation time was 8 minutes. Operation revealed a 
ruptured, gangrenous appendix with local peritonitis. Four 
days later the boy died. That day his sedimentation time 
was 10 minutes. 

‘Lhis test is more accurate than the temperature or 
blood count in evaluating a case. The following two 
cases are good examples of what this test can show 
when the blood count or temperature fails us, 

J. B. came into the hospital with an acute gangrenous 
appendicitis. The sedimentation time before operation was 
25 minutes. After he had been having a normal tempera- 
ture for 5 days, suddenly the temperature shot up to 102°, 
with tenderness in the right flank. W. B. C. 9200, P. 64%, 
L. 36%. ‘This seems to be a normal blood count. But the 
sedimentation time was I5 minutes. Operation revealed a 
localized abscess which was drained. The temperature came 
down promptly. One week later the sedimentation time 
was 165 minutes. 
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H. K. came to the hospital with pain in the region of the 
right roth to 12th ribs. This pain was dull and persistent. 
Four months previously she had had a double pneumonia. 
Since then, those pains had recurred on and off, but five 
weeks before they became aggravated and at times were 
so bad that she was unable to sleep. There was tenderness 
over the painful region, also below the costal margin on 
the same side, and a positive Murphy sign. Cystoscopy 
showed nothing pathological in the urinary tract. Tem- 
perature 100°, W. B. C. 6200, P. 76%, L. 24%, sedimenta- 
tion time 10 minutes. One week after admission she de- 
veloped an induration of the infrascapular region on the 
right side which was very tender. This was incised and 
pus and broken down granulation tissue were obtained. 
The pus proved to be sterile. Roentgenogram of the chest 
was suggestive of a resolving pneumonia of the right lower 
lobe. There was no evidence of fluid. During her entire 
stay in the hospital the temperature was never higher than 
102° and most of the time below 100°. The blood count 
was always within normal limits and yet the sedimentation 
time always fluctuated between 9 to 15 minutes. She was 
discharged. Two weeks later she was readmitted because 
of persistent discharge of purulent material from the 
operative wound. Then the sedimentation time was 12 
minutes, temperature 100°, W. B. C. 14,000, P. 72%, L. 
The roth rib was resected and a lot of necrotic 
tissue removed. Roentgenogram showed nothing patho- 
logical in the lungs. Pathological report was osteomyelitis 
of the rib. She remained in the hospital three weeks, with 
’ sedimentation time always 15 minutes. Two months later 
she was readmitted with chills and fever and a discharging 
wound of the chest wall, temperature 100°, W. B. C. 8800, 
L. 12%, P. 88%, sedimentation time 9 minutes. The sinus 
was again excised and showed exuberent granulation tissue 
and invasion of pus cells. She remained in the hospital 
seven weeks and was sent home (sedimentation time 12 
minutes), only to be readmitted three months later with 
cough, fever and discharging sinus, temperature 103°, W. 
B. C. 20,000, P. 92%, L. 8%, sedimentation time 7 minutes. 
While in the hospital she developed an abscess in the 
lumbar region. This was incised and drained. The pus 
showed gram-positive cocci in pairs and chains, and on 
culture showed non-hemolytic streptococcus. No actinomy- 
cetes or tubercle bacilli, present. Blood culture sterile. 
At times she ran a high temperature and at other times 
the temperature was normal for 2 to 3 weeks. She was 
discharged 11 weeks later with a normal temperature, a 
normal blood count, and sedimentation time 13 minutes. 

She was readmitted 1 week later with fever, cough, chills 
and projectile vomiting; sedimentation time 6 minutes, W. 
B. C. 14,000, P. 84%, L. 16%, temperature 99° to 103°, 
occasionally 105° or 106°, sedimentation time always less 
than 15 minutes. She expired three months later, the sedi- 
mentation time three hours before death, 7 minutes. Au- 
topsy revealed a liver abscess with much exuberant granula- 
tion tissue. 

Contrary to the contention of Linzenmeier and 
Fahrenaus, it is my opinion that the test is of no 
help at all for the diagnosis of pregnancy, especially 
in the first three months, when a test is most desir- 
able. They claim that a sedimentation time of less 
than 2 hours with all foci of subacute infection 
eliminated in a woman with amenorrhea means prey- 
nancy. I have examined many women, pregnant 
five months who have had a sedimentation rate of 
more than 2 hours. But as a rule, during the 5th, 
6th, 7th, and 8th months of pregnancy, the sedimen- 
tation time is usually between 1 and 2 hours and 
occasionally above, and in the goth, the average time 
is between 40 and 60 minutes. 

In the post-partem period for the first ten days, 
the average sedimentation time is 28 minutes, the 
highest being 50 minutes and the lowest 13 minutes. 


One case will suffice as an example. 
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M. S. went through a normal pregnancy with a sedimen- 
tation time in the 9th month of 47 minutes. 
normal delivery. 

ie! day p-p., sedimentation time, 24 minutes 

n “ ‘ “ 


She had a 


20 

4th 28 

5th 13 

6th 29 

7th 32 

8th 23 

oth 30 

10th 45 

Mrs. A. had a very hard delivery, a forceps application 
and finally a version. Beginning with the fourth day post- 
partem she began to run a temperature ranging between 
101° and 104°, occasionally reaching as high as 106° F. 
Blood culture sterile. Nevertheless she was considered a 
case of sepsis and I was called in to give her an intra- 
venous treatment of a serum with which Dr. Bernstein and 
I have been experimenting in the laboratories of Lebanon 
Hospital. After the first injection the temperature became 
and remained normal. Nevertheless, we gave her two addi- 
tional injections after which her sedimentation time was 
23 minutes. Fifteen days post-partem her sedimentation 
time was 25 minutes, although her temperature and pulse 
have remained normal all along. 

I cite this second case in order to show that dur- 
ing the post-partem period the sedimentation test 
is of no aid for the diagnosis of a development of 
toxemia or septicemia. 

The sedimentation time does not seem to have any 
relation to the amount of blood lost during the de- 
livery because the hemoglobin does not vary. It 
seems to me that it is due more to the possible ab- 
sorption of blood and secundines left within the 
uterine cavity, and involution of the uterus. 

The test is of aid only when there is a question 
of diagnosis between pregnancy and fibroid tumors. 
These latter give a normal sedimentation time which 
means more than four hours. If, however, the cen- 
ter of the fibroid has undergone degeneration, we 
maybe deceived, for the sedimentation rate is then 
less than 2 hours. 

Extrauterine pregnancies without hemorrhages 
have the same rate of sedimentation as normal preg- 
nancies. It is only when a severe hemorrhage has 
taken place in these conditions, that the rate goes 
down to 30 minutes or less. 

Neither is the test of any aid in eclampsia cases 
for they usually have the same sedimentation rate 
as a normal pregnancy, and it is only during the 
seizures when the rate becomes rapid,—4o to 50 
minutes. 

The test is of most use to the gynecologist in 
adnexal disease both as to the time of operation 
and in differential diagnosis. If there is a ques- 
tion of differentiation between ectopic gestation and 
pyosalpinx, then a sedimentation rate of less than 
one-half hour absolutely rules out ectopic pregnancy. 
In a salpingitis, if we believe that no case should be 
operated on during the acute stage, then any sedi- 
mentation rate in such a patient of less than 1 hour 
should mean watchful waiting. The more rapid 
the rate of sedimentation, the more acute the inflam- , 
mation, Especially should this test be used in cases 
of adnexal diseases with normal temperature and 


blood count. 
F. L., 18 years old, came into the hospital with an exacer- 
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bation of a chronic salpingitis. Temperature 103°, W. B. 
C. 12,500, P. 69%, L. 31%, sedimentation time 44 minutes. 
She was operated on two days later and well walled off 
acutely inflamed tybes were removed. Two days post- 
operative, temperature 103° , sedimentation time 20 minutes; 
seven days post-operative, sedimentation 52 minutes; and 
eleven days post-operative, sedimentation time 67 minutes. 

F. R., 23 years old, para-i, R. O. P., was in labor 25 
hours when she delivered herself of a normal baby. Two 
days later her temperature went up to 101°. The following 
day it was 104°, preceded by a chill; the sedimentation 
time then was 45 minutes. For, the next four days her 
temperature ranged between 101° and 104° with a sedi- 
mentation rate constantly falling, so that on the day when 
the blood culture was taken, it was 15 minutes. The blood 
culture showed a streptococcus hemolyticus, 1 colony per 
cc. We then began to treat the patient with a serum which 
is being investigated at Lebanon Hospital. She received 
five injections, after which the sedimentation time was 35 
minutes, temperature 101°, W. B. C. 26,000, P. 84%, L 
16%, blood culture sterile. With discontinuance of treat- 
ment, the temperature began to climb up again, with chills 
and sweats. Another blood culture one week later showed 
62 colonies of streptococcus hemolyticus per c.c.; sediment- 
ation time 20 minutes. 
ments with our serum. At that time Dr. Rongy saw her 
and made a diagnosis of phlebitis of the pelvic veins. For 
three weeks she ran a temperature between 102° and 104° 
with chills and sweats. Sedimentation time at different 
intervals was between 15 and 25 minutes. Following that, 
the rate of sedimentation became less rapid so that one 
week before discharge it was 55 minutes. One day before 
discharge, the temperature was normal, sedimentation rate 
1% hours. 

F. E. came in with abdominal cramps, fever, vomiting and 
dysuria, admitting having had clandestine intercourse three 
weeks previously. She had bilateral salpingitis; tempera- 
ture 101°, W. B. C. 11,200, P. 76%, L. 24% ; sedimentation 
rate 22 minutes. One week later temperature and blood 
count were normal; sedimentation rate 29 minutes. 

D. W., 6 weeks post-partem developed a phlebitis of the 
pelvic veins and also of the right lower extremity. Tem- 
perature normal, W. B. C. 9600, P. 78%, L. 22%; sedi- 
mentation rate 16 minutes. One week later she was some- 
what improved clinically, and the sedimentation rate was 
22 minutes. 

With a carcinoma of the cervix or of any part of 
the body, the sedimentation rate is less than 1 hour. 
The more malignant it is, the more rapid is the 
sedimentation of the erythrocytes. 

With the removal of the carcinoma the sedimenta- 
tion time becomes normal. If the carcinoma recurs 
the sedimentation rate becomes rapid again. This 
has been shown very conclusively by many German 
workers. 

Mrs. A. C. came into the hospital with the following 
symptoms: Increased frequency in defecation and urination, 
pain in the lower abdomen, and vomiting. One month be- 
fore she was discharged from the hospital after being 
operated on for an ovarian cyst. Two days later the above 
symptoms appeared. Ten days previous to admission she 
developed a dull pain in the lower abdomen with a feeling 
of pressure. She had been vomiting for three days. Ex- 
amination revealed a semi-hard mass occupying the entire 
area from the pelvis to one and one-half inches above the 
umbilicus. This mass was not tender. Vaginal examination 
detected a soft fluctuating, watery-like bag in the posterior 
cul-de-sac of Douglas. a history and findings suggest 
a primary carcinoma of the ovary with peritoneal metas- 
tases. Her sedimentation rate fluctuates between 20 and 
34 minutes. 

The cause of this change in the rate of sedimenta- 
tion lies in a chemical alteration of the plasma in 
the conditions in which this phenomenon occurs. As 
I stated in one of my previous papers, in the condi- 
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tion in which the sedimentation of the red blood 
cells becomes rapid, there is a relative increase in 
globulin and fibrinogen with a relative diminution 
in albumin in the blood serum. This changes the 
surface tension and viscosity of the serum and di- 
minishes the negative electric charge of the red blood 
cells. These alterations facilitate both a more rapid 
agglutination and more rapid sedimentation. 
CoNCLUSIONS 

1. A sedimentation time of more than two hours 
is of no diagnostic value. 

2. An increasing sedimentation time means that 
the patient is improving. A diminishing sedimenta- 
tion time means that the patient is getting worse. 

3. The prognosis is poor in any case having a per- 
sistent sedimentation time of less than one-half hour. 

4. Any surgical case having a sedimentation time 
of less than one-half hour requires an immediate 
operation. 

5. This test is of no aid in the diagnosis of preg- 
nancy. 

6. In gynecological pelvic conditions it is an aid 
both in differential diagnosis and also as in deter- 
mining the time of operation. 
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Joint INJuRIEs. 

It has been long recognized that muscle atrophy is 
a very prompt sequel to a joint lesion. But it has not 
been sufficiently recognized as a matter of treatment 
that no joint may be considered normal until the 
muscles which give it support have recovered their 
normal strength and tone—JAMEs S. STONE in 
Southern Medical Journal, 
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MEETING OF JANUARY 8, 1926 


THE CHAIRMAN, DR. FREDERIC W. BANCROFT, PRESIDING 


THE PREVENTION OF THE TOXEMIA OF 
BURNS. TREATMENT BY TANNIC 
ACID SOLUTION 
EDWARD C. DAVIDSON, M.D. 


DETROIT 
(From the Surgical Service of the Henry Ford Hospital) 


Promptly after an individual is burned severely, 
an acute period of depression or exhaustion follows, 
which is generally described by the indefinite term 
“shock.” The picture is characterized by: blunted 
sensibility ; cold, moist, pallid skin ; subnormal rectal 
temperature; irregular, sighing respiration; rapid, 
feeble pulse; and, finally, a very low blood pres- 
sure. If the patient survives this desperate condi- 
tion another syndrome develops, which is described 
by the equally vague term “toxemia of burns.” In 
contrast with “shock,” it occurs later. The tempera- 
ture instead of being subnormal is quite elevated. 
The blunting of the central nervous system is re- 
placed by increased irritability. The patient be- 
comes restless and reacts promptly to all external 
stimuli. Delirium rapidly follows, and convulsive 
seizures of varying intensity occur. The unburned 
skin is hot and reveals a slight flush. The pulse 
is generally rapid but parallels the temperature curve 
closely. It is full and of bounding character unless 
death is impending. The blood pressure is relatively 
1ow but well above the critical “shock” level. In ex- 
tensive burns these two distinct clinical pictures are 
frequently confused. Death may be attributed to 
toxemia when in reality the organism is, rather, 
overwhelmed by a massive trauma. 

GENERAL MEASURES: FLUIDS 

In this so-called toxemia of burns there are cer- 
tain derangements of the blood, which are worthy 
ot note and undoubtedly contribute to the ultimate 
result. The fact that blood becomes concentrated is 
of importance. Baradue’ was the first to emphasize 
this alteration. He believed that the extraction of 
large quantities of serum from the blood to form 
blisters slowed the circulation and favored throm- 
bosis. Locke? observed tremendous blood concen- 
tration in burned patients and in one instance re- 
ported a red cell count of 9,250,000 per cubic milli- 
meter. The clinical importance of this factor was 
not recognized until after the work of Underhill 
and his associates on the action of lethal war gases’, 
influenza‘, and finally burns®. He demonstrated that 
marked blood concentraticn means a failing circula- 
tion and an inefficient oxygen carrier. It would 
seem that adequate forcing of the fluids would be a 
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rational procedure for not only would blood concen- 
tration be thus diminished but any hypothetical 
toxin that might be present would be diluted and its 
elimination hastened. 

ADMINISTRATION OF SODIUM CHLORIDE 

The blood of burned individuals has been re- 
peatedly investigated for the presence of a toxin. 
Robertson and Boyd® found that the blood of burned 
rabbits was toxic when given intraperitoneally to 
gu.nea-pigs. They further observed that this prin- 
ciple was present only in the red blood cells and that 
the plasma was relatively non-toxic. They con- 
clude that this phenomenon was due to the absorp- 
tion of some product or products of protein autoly- 
sis at the site of the burn, 

The toxemia of intestinal obstruction is also 
thought to be due to the absorption of some ab- 
normal product of protein metabolism. Haden and 
Orr’ in an exhaustive study of this subject demon- 
strated a consistent fall of the blood chlorides and 
have shown that the administration of sodium chlor- 
ide has a definite protective action in such cases. 
The analogy between the toxemia of intestinal ob- 
struction and that of burns is striking. 

The sodium chloride metabolism of thirty-one burn 
cases has been observed*. Seven cases were minor 
burns in which no tissue was actually devitalized 
but in which the intensity of the thermal agent was 
sufficient to cause a marked edema. None of these 
revealed any change. Twelve patients were studied 
who showed second or third degree burns which in- 
volved a skin area of about one thousand square 
centimeters. All of these revealed a striking fall of 
the blood chlorides and a mild suppression of 
chiorides in the urine. A third group of twelve pa- 
tients was investigated in which the burned area 
varied in extent from one thousand square centi- 
meters to twenty-four per cent of the total body 
surface. In these cases the blood chlorides remained 
at a very low level as long as sloughs were present. 
When all of the devitalized tissue had separated and 
absorption was no longer taking place, the blood 
chlorides rose and a parallel rise of the urinary 
chlorides was noted. The depressed values of the 
blood chlorides could not be attributed to diet, blood 
concentration, altered renal threshold, fever, nor 
loss of plasma from the burned surface. The evi- 
dence suggested that there was retention of sodium 
chloride in the tissues in general quite similar to 
that observed in pneumonia®. In view of these find- 
ings it would seem rational to correct this metabolic 
deficjency by the administration of sodium chloride. 
Further studies are necessary to determine whether 
sodium chloride will spare body protein as observed 
by Haden and Orr in intestinal obstruction. 

LocaL TREATMENT 
In addition to these general measures to restore 


Vo 
me 
tre 
ab 
the 
cec 
wO 
of 
of 
se 
bu 
of 
aci 
fo 
su 
th 
by 
lin 
tis: 
lar: 
wh 
ent 
wh 
Th 
aqu 
tan 
bu 
cip 
twe 
bro 
bu 
if t 
fai 
con 
lati 
tect 
inv 
of 
ran 
not 
hea 
thi 
has 
deg 
all 
pos 
flui 
cou 
ma. 
for 
tio 
ple 
| 


Vor. XL, No. 5 


metabolic balance, there remains the problem of local 
treatment. If the toxemia of burns is due to the 
absorption of some protein derivative at the site of 
the burn then it would seem that a rational pro- 
cedure would be some form of local therapy that 
would limit or prevent this action. The possibility 
of limiting absorption by coagulation or precipitation 
of the devitalized tissue was suggested by the ob- 
servation of Pfeiffer’? that the toxic extract of 
burned skin was precipitated im vitro by bichloride 
of mercury in acid solution and by phosphotungstic 
acid. Tannic acid is another such coagulent which 
forms more or less stable compounds with the pro- 
tein of body fluids. When it is applied to a burned 
surface in dilute solution, further penetration into 
the deeper lying protoplasm is apparently prevented 
by this action and the true astringent effect appears 
limited exclusively to the most superficial layers of 
tissue. 

Technique——The patient is given a relatively 
large dose of morphine sulphate hypodermatically 
when first seen. The blebs are then opened and the 
entire burned area is covered with dry sterile gauze 
which is held in place by a loosely applied bandage. 
This dressing is then kept saturated with a 2.5% 
aqueous solution of tannic acid. A 5% solution of 
tannic acid has been employed in very extensive 
burns in an effort to obtain a more immediate pre- 
cipitation. The burn is examined at the end of about 
twenty-four hours, and if it has assumed a light 
brown color all of the dressings are removed and the 
burn is thereafter left exposed to the air. However, 
if the burn is still red and moist at this time due to 
failure to keep the dressings sufficiently wet, the 
compresses are continued until there is this coagu- 
lation, 

Upon exposure to air, the lesion is carefully pro- 
tected from mechanical injury, chilling and bacterial 
invasion by a cradle draped with sterile linen, Dis- 
sipation of body heat is prevented, and dehydration 
of the coagulum is maintained, by electric lamps ar- 
ranged under the cradle. Second degree burns are 
not disturbed further and they proceed to complete 
healing. When small parts of the involved area are 
third degree burns, separation of the sloughs may be 
hastened by applying wet dressings after the second 
degree burns have begun to heal satisfactorily and 
all danger of toxemia has passed. The same pur- 
pose may be accomplished by a débridement. 

Because of the known disturbance of fluid balance, 
fluids are forced judiciously by all avenues. On ac- 
count of the altered sodium chloride metabolism nor- 
mal saline solution has been used instead of glucose 
for intravenous, subcutaneous and rectal administra- 
tion. The sodium chloride of the diet has been sup- 
plemented by tablets given by mouth. 

Transfusion of blood, by both the direct and in- 
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direct methods, has been employed in a few in- 
stances. This therapy has generally been utilized dur- 
ing the first twenty-four hours when there was evi- 
dence of shock. Frequently repeated transfusions 
during this period have proven the only measure of 
any material value, 

DISCUSSION 

In the first cases treated with this method an ef- 
fort was made to remove the coagulum by the use 
of some type of wet dressing as soon as an adequate 
precipitation was obtained. It was believed that 
this would remove the source of the toxemia and 
that the burn might thereafter be treated as any sur- 
gical wound. It was soon learned that the rehydra- 
tion of the precipitated tissue was immediately fol- 
lowed by profound toxemic symptoms. It was fur- 
ther observed that when the dry coagulum was not 
disturbed, it acted as a bridge for the growth of new 
epithelium from the margins of the burn and from 
small islands that had not been destroyed. Spon- 
taneous separation of this natural protective dress- 
ing revealed a newly epithelialized surface. 

The value of any form of therapy is largely de- 
termined by the comfort of the patient. Much of 
the pain experienced by burned patients is due to ex- 
hausting and traumatizing dressings. With this 
method the patient is spared these experiences. The 
application of tannic acid to a burned surface is fol- 


‘lowed by a definitely analgesic effect and there is 


complete relief from pain in about one-half hour. 
The removal of the compresses at the end of twenty- 
four hours is in no sense a painful procedure if an 
adequate coagulation has been obtained. Exposure 
of the burned surface to air is not followed by a 
recurrence of pain and the dry coagulum is quite in- 
sensitive on palpation. 

From our experience with this method in compari- 
son with other forms of therapy, it is believed that 
the toxemia is definitely lessened. The temperature 
curve, instead of being high and showing wide varia- 
tions, is usually relatively low and reveals slight 
daily changes. The constancy of the temperature 
elevation somewhat resembles the curve of thyroid 
fever. The clinical behavior of the patients, the 
slight degree of blood concentration, the relatively 
low non-protein nitrogen of the blood are ail evi- 
dence of a lessening of the toxemia, 

In those cases consistently treated with tannic 
acid and subsequent exposure to air, infection has 
been a negligible factor. The coagulum formed by 
the action of tannic acid on the protein material re- 
mains dry unless traumatized or some type of com- 
press is applied. This lack of moisture forms an 
unfavorable nidus for bacterial growth. This con- 
trol of infection has definitely lessened the amount 
of scar tissue formation and has largely contributed 
to the prevention of contractures. 
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CONCLUSIONS 

The adequate forcing of fluids and the administra- 
tion of sodium chloride to correct the disturbed 
metabolic balance are rational procedures in com- 
bating the so-called toxemia of burns. 

Coagulation of the devitalized tissue by the use 
of tannic acid lessens toxemia. 

Tannic acid as an initial dressing has an analgesic 
effect. 

Secondary infection is limited by this method of 
treatment because of the absence of a favorable 
nidus for bacterial growth. 

Scar tissue formation has been lessened. 
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Discussion 


Dr. Cart G. Burpvicx: I have been using Dr. Davidson’s 
method of treatment at Bellevue since last summer. From 
the clinical standpoint there was a marked effect on the 
temperature curve. There were a number of children with 
burns and it was striking to note the change in the tempera- 
ture curves as compared with what they were before tannic 
acid was used. However, we had not quite the same suc- 
cess as Dr. Davidson with the epithelium growing under 
the scar and many had to be skin grafted, but they were in 
better condition for skin grafting, and this could be done 
much earlier than with any other form of treatment. 

Dr. Witty MEyer: Whoever has had occasion to treat 
burns must have been greatly impressed with the observa- 
tions of Dr. Davidson. Liquid paraffin, (“Parresine” as 
prepared by the Abbott Laboratories) had meant a great 
advance in ameliorating the intense suffering of those who 
had been severely burned in the second or third degree, but 
it was inferior to this solution of tannic acid, because the 
latter not only appears effective locally, but it overcomes the 
effects of severe burns on the general system. 

After seeing the lantern slides presented by Dr. Davidson 
and after having followed his lucid explanation, one could 
but say that doctors as well as patients are greatly indebted 
to him for his investigations, and all here, I am sure, are 
ready to offer him their warmest congratulations. 

Dr. Freperic W. Bancrort: I have used the tannic acid 
method at the Lincoln Hospital. Previously I used the 
débridement method as popularized by Willets. Débride- 
ment undoubtedly removes the necrotic material and thereby 
does prevent toxemia, but it is a very radical procedure and 
often areas of skin are removed that would regenerate. 

The tannic acid treatment is a revelation as far as the 
comfort of the patient is concerned, but it is questionable 
whether in severe cases of toxemia it removes the source as 
well as débridement. At present all cases at the Lincoln 
Hospital are being treated by the tannic acid method. 

Dr. Joun A. McCreery: I had the same experience as 
Dr. Burdick on the First Division at Bellevue. There is 
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one point that I wished to emphasize: it is a mistake to 
remove the eschar too early for if this is done it will be 
followed by poor results. The satisfactory results have 
been obtained in those cases where the eschar has been al- 
lowed to come off of its own accord. 

Dr. Louis Carp: Has Dr. Davidson seen any intestinal 
hemorrhage in these cases of severe burns? 

Dr. Davipson: I am glad Dr. McCreery made the point 
about letting the coagulum alone. Any effort to remove the 
coagulum before it has spontaneously separated results in 
the introduction of infection. Moreover, when it is allowed 
to remain adherent, the coagulum acts as a splint for the 
growth of new epithelium. There are two principal points 
about this treatment: 1, getting adequate coagulation; 2, 
leaving it alone. Third degree burns have to be skin- 
grafted. I have seen no instance of intestinal hemorrhage 
in these burn cases. 


UNDESCENDED TESTICLE, WITH SPECIAL 
REFERENCE TO TOREK’S METHOD 
OF ORCHEOPEXY 
HERBERT WILLY MEYER, M.D. 

(Abstract) 

The etiology of the condition is still undecided and 
many theories have been advanced, especially those 
concerning the function of the gubernaculum chordi, 
stenosis of the inguinal canal, the length of the sper- 
matic cord, pre-natal influences, etc. 

Histological changes are always present. The 
spermatogenic function is present in about 10% of 
all cases, while the interstitial cells with their in- 
ternal secretion are constantly present. 

Complications occur, such as malignancy, the fre- 
quency of which, however, is overestimated. Other 
complications that occur are chronic inflammation, 
strangulation of the testicle, hernia, and torsion of 
the cord. 

The most common symptoms are pain, chorea, 
hystero-epilepsy, dizziness, cramps, and vomiting. 
Other symptoms are those that occur with hernia. 
In adults there may be psychic and mental depres- 
sion, 

The incidence is about 1 in 500 male individuals 
and occurrence on the right side is more frequent 
than on the left side. 

Indications for operation are relief of pain, re- 
moving the testicle from danger of injury, avoid- 
ance of complications, cure of hernia. 

The best time to operate in unilateral cases is at 
8 to 10 years of age; and bilateral cases earlier. 

The requirements for success at the time of opera- 
tion are to give the testicle a chance to thrive, to 
prevent atrophy and to preserve the blood supply. 
The testicle must be cured. The operation must be 
surgical and applicable to unilateral and bilateral 
cases. The end-results must be as good as the early 
results. 

The principles of Torek’s method of orcheopexy 
fulfill all the requirements for success. A scrotal 
sac is formed and the testicle is brought down by 
careful dissection of the vessels of the cord, which 
permits of gently drawing the testicle down to-have 
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it lie without undue traction at a point against the 
thigh where the testicle is sutured to the fascia lata 
of the thigh and the scrotal incision sutured to the 
incision in the skin of the thigh, thereby completely 
burying the testicle. Here it is left attached for 
about six months, when it is freed and comes to lie 
of its own accord in the bottom of a well-formed 
scrotal sac without atrophy on account of the main- 
tenance of full blood supply. 

The difference between the Keetley and the Torek 
operation are explained and the objections made by 
Moschcowitz in Johnson’s Surgery are negated. 

Sixty-four operations performed at The Lenox 
Hill Hospital since 1905 are reported, of which the 
result at the present time is known in 35 operations. 
These 35 cases cover intervals from 18 years up to 
a short time since operations, and in every instance 
the end-result is most satisfactory. These opera- 
tions have been performed by Drs. Torek, Eggers, 
Pickhardt and the author. 


PRESENTATION OF CASES 
CASES OF UNDESCENDED TESTICLE 
DR. FRANZ TOREK 


Case 1. This patient came under my observation with bi- 
lateral ectopy, and hernia on the right side. He was operated 
on November 3, 1923 when he was 6 years of age. He has 
gone through the first stage only; the right testicle has 
been brought down and is still attached to the thigh. He 
still has before him the second operation which may be 
done at any time. At the second operation the scrotum and 
testicle will be released on the right side and the left 
testicle will be attached to the fascia of the thigh. 

Case 2. This patient came under my observation in Au- 

gust, 1909 at 10 years of age. He had a bilateral ectopy 
and the right testicle was atrophied, being about half the 
size of an almond. That testicle did not develop after the 
operation; the other one is in good condition. 
_Case 3. This patient had bilateral ectopy and the right 
side was operated on in June, 1921 when he was 12 years 
of age; the left on October 8, 1921. His sexual character- 
istics are absolutely normal. You will notice in all these 
patients that the testicle hangs normally in the bottom of 
the scrotum and is not in front of the pubes. One of the 
remarkable things is that these boys seem to develop in 
manlike appearance whereas they are underdeveloped before 
operation. 

_ Case 4. This is one of my recent cases, also bilateral. The 
right testicle was operated on in January, 1925 and the left 
during the following August. Both testicles hang normally 
at the bottom of the scrotum. 

Case 5. This is a unilateral case, a right ectopic testis 
operated on in August, 1915 at 10 years of age. As in all 
the other cases, the testicle is in its proper place. 

Case 6. This is a case of bilateral ectopy in a patient 
whose left testicle I operated on in August, 1910, the right 
one being brought down in December, 1910. The testicles are 
properly suspended and are in the bottom of the scrotum. 
This man is of particular interest because he is married and 
his sexual life is normal. He has been married four or five 
years and has no children. It was believed the sterility 
was due to the wife but when the patient thought of having 
his semen examined it was found to contain no spermatozoa. 

Case 7. This patient is interesting because he shows the 
reverse. He was operated on by another surgeon at St. 
Mark’s Hospital for bilateral hernia and ectopy at the age 
of 10. Soon after he had a recurrence and was seen by 
me at the age of 23. Both testes were undescended and 
there was a large recurrent hernia on the rieht side. I 
operated on him on the right side for the ectopy and the 
hernia in April, 1915, and did a left orcheopexy in October, 
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1915. He has been married ten years.. He was childless 
for eight years and then became a father. So the gentle- 
man without children (Case 6) still may hope. 

There was one other case I wanted to show because one 
side has been finished and the other is still attached, but 
he could not come this evening.. In place of the patient his 
father kindly sent me two pictures, showing the left testicle 
still attached, while the other which had been brought down 
previously has been released from the thigh. 

The details of my operation have been published by me 
and are described by Dr. H. Meyer in his paper. 

I have operated 48 times in 34 cases, 14 being bilateral. 
Every one of these cases has the testicle hanging where it 
is supposed to hang and not where you so often see it 
situated after other operations, namely in front of the 
pubes which is a bad place for it, as the boy cannot en- 
gage in games or athletics without danger of trauma. The 
testicle should be in such position that it can slip out of 
the way if struck by a blow that comes from the front. 
Not one of these patients has been in discomfort by the 
testicle being attached to the thigh; they have experienced 
no dragging sensation, no irritation of the skin, no awkward 
walk. I make special mention of this, because a writer in 
one of the large works on Surgery, in reviewing my opera- 
tion, claimed those conditions to exist and cited them as 
objections to my operation. I never refuted this criticism 
because I thought that anyone who performed the operation 
or who saw its results would realize it was incorrect, but 
I feel now that my failure to do so may have been a mis- 
take. for only about two years ago a prominent surgeon 
of New Orleans, in an article on undescended testis, men- 
tioned the same objections which were evidently copied from 
the said book on surgery and were not the fruit of personal 
experience. It seemed therefore desirable that the profes- 
sion should be given an opportunity to realize the truth 
through Dr. Meyer’s paper and our combined presentations 
of cases. 


CASES OF UNDESCENDED TESTICLE 


DR. HERBERT WILLY MEYER 


Case 1. S. G., a boy, 12 years of age, was admitted to 
Dr. Eggers’ service at The Lenox Hill Hospital with the 
diagnosis of left undescended testicle and left inguinal 
hernia. When a child he had been run over by an auto- 
mobile and had a massive scar of the left thigh. He is a 
deaf-mute. Operation was performed February 3, 1925 and 
the left testicle was found in the inguinal canal. The testi- 
cle was freed from all adhesions, the gubernaculum chordi 
divided and the cord structures dissected. A hernial sac 
was found with a beginning sliding hernia. The sac was 
freed and the spermatic artery and veins were dissected 
free well within the internal abdominal ring, as far as the 
finger could reach. The hernial sac was ligated and the 
sliding hernia was reduced. The testicle could now be 
brought well down onto the thigh where it remained of its 
own accord without undue tension. The scrotal sac was 
small and rudimentary. Amn incision was made on the inner 
side of the left thigh just above the massive scar and deep- 
ened down to the fascia lata. A similar incision was made 
into the scrotal sac on the outer side, and the upper skin 
edge of the thigh was sutured to the corresponding skin 
edge of the incision in the scrotum. This was done with 
No. OO chromicized catgut and great care was used to get 
proper skin-edge adaptation. The testicle was brought down 
into the scrotal wound by grasping it with a forceps passed 
upward into the inguinal wound from the scrotal wound 
under the skin. The testicle was sutured to the fascia lata 
of the thigh according to Torek’s method of orcheopexy, 
with 3 interrupted No. O chromicized catgut sutures. The 
skin of the remainder of the scrotal wound was then sutured 
to the wound in the thigh, thereby completely burying the 
testicle. The hernial repair was completed by suturing the 
conjoined tendon to Poupart’s ligament and burying the 
cord structures. The aponeurosis of the external oblique 
was then sutured with a continuous running suture. The 
inguinal wound was closed. During the convalescence there 
was a superficial infection in the inguinal wound, but in 
spite of this there was complete healing of the orcheopexy 
and the hernia has remained cured. We show the case 
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between the first and second stage of the operation in order 
to point out again that the patient is in no way annoyed by 
having the testicle and scrotum attached to the thigh. He 
has been so comfortable that the boy and his parents have 
asked that the second stage be postponed until the spring, 
which will be over a year since the first operation. The 
boy has enjoyed running, swimming, jumping, gymnasium 
and all other sports in the meantime. As this is not a 
traction operation it is readily understood why the patients 
should be as comfortable as they are. At the time of the 
second stage the scrotum and testicle will be separated 
from the thigh and the skin of the scrotum will be closed 
over the testicle, which will come to lie in the bottom of 
a well-formed scrotal sac. 

Case 2. A. D., a boy 14 years of age, with a right unde- 
scended testicle and inguinal hernia was admitted to Dr. 
Eggers’ service at The Lenox Hill Hospital. I operated 
upon him Anril 3, 1925 according to Torek’s method of 
orcheopexy. There was smooth convalescence, and I pre- 
sent his case to show once more how comfortable these 
patients are between the two stages. It is now 9 months 
since the first operation, and the boy has been so comfort- 
able that he begged me not to do the second stage during 
the Christmas holidays. He has been able to do everything 
that any other normal boy can do. 

Case 3. J. W. This is a third patient presented between 
the two stages of the operation. He is 18 years of age. I 
have brought these three patients here, one 12 years old, 
another 14, and the third 18 years old to demonstrate the 
perfect condition that obtains between operations. This boy 
ws onerated on s'x months ago (June 23rd) at The Lenox 
Hill Hospital on Dr. Eggers’ service. for left undescended 
testicle and inguinal hernia. The testicle was found within 
the inguinal canal. The oneration was performed according 
to Torek’s orcheopexy, and he made a smooth convalescence. 
The testicle is felt within the pocket made for it in the 
‘hich and a few days ago the patient thoroughly enjoyed 
ice-skating. He has been swimming, rowing, dancing, run- 
ning, etc, without any discomfort during these months. 

Case 4. The last I present is one onerated on for un- 
descended testicle according to this method of orcheopexy, 
and it is now one year since the final operation. The result 
is most satisfactory. The left testicle is seen to hang well 
down in the bottom of a well-formed scrotal sac, where 
it is awav from injury and in normal nosition, on the same 
level with the right testicle. The boy is 18 years of age. 
The first operation was performed in June, 1924, and the 
second stage in February, 1925. His main symptom, as in 
almost ll of these c2ses, was pain and swelling. The left 
testicle at the time of operation was found within the left 
inguinal canal. He is a moving picture actor, who has to 
do acrobatic stunts, and he was quite able to go about his 
work between the two stages. In each one of the cases, 
I wish to emphasize, we were able to bring the testicle 
well down without interfering with the spermatic vessels 
and depriving the testicle of important blood supply. 


FOUR CASES OF UNDESCENDED TESTICLE 
DR. CARL EGGERS 


Case 1. C. M. a boy who at the time of operation was 5 
years of age. The mother had never noticed anything 
unusual until he complained of a painful swelling in the 
right groin a few days before admission to the hospital. 
Both pain and swelling had increased. 

He was a normally developed child except for a good- 
sized, irreducible, right inguinal hernia. The scrotum on 
the affected side was empty, and the testicle could not be 
made out. There were no symptoms of strangulation. 

The first stage of the operation was done June 2, 1924. 
The usual incision for oblique inguinal hernia was made and 
the mass was exposed. It was composed of a large hernia 
around which was curled the spermatic cord with the testicle 
lying in the inguinal canal. The hernia sac was completely 
isolated, the hernia reduced and the sac then ligated and 
removed. The cord was then separated into its component 
parts. and the cremaster and all connective tissue were re- 
moved. By this means the cord was considerably elongated, 
but not sufficiently to allow the testicle to be placed into the 
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scrotum without tension. The dissection was therefore ex- 
tended upward, removing all connective tissue from the 
vessels, and it was then possible to bring the testicle down 
onto the thigh on a level with the lower border of the 
normal scrotum. The scrotum was then entered with a 
finger from above, making a pocket in it and stretching 
it until it extended down as far as the opposite side. An 
incision was then made at its lower part and a correspond- 
ing oblique incision on the thigh opposite it. By means of 
a carefully placed suture the two posterior skin edges, the 
one of the scrotum, the other of the thigh, were approxi- 
mated. After this the testicle was brought down through 
the tunnel bluntly made with the finger, through the opening 
in the bottom of the scrotum, and sutured to the fascia 
lata of the thigh. Approximation of the anterior skin 
margins completed this part of the operation, thus securely 
embedding the testicle into a pocket on the upper inner thigh. 

After this the hernia was repaired in the usual way, but 
instead of transplanting the cord, it was allowed to come 
out at the lower margin of the wound. This method is less 
likely to interfere with the circulation in the denuded vessels 
and it at the same time allows a little additional length, as 
in this way the cord comes dowr more directly. 

The convalescence was uneventful. Sutures were removed 
on the 7th day and the patient was discharged on the 
14th day. The wound had healed by primary union and 
there was no discomfort. He led the life of a normal boy 
during the following months, taking part in all games. He 
was supposed to return after six months for the second 
stage of the operation, but was feeling so well he did not 
come until we sent for him almost nine months later. On 
February 28, 1925 the second stage of the operation was 
done, which consisted of freeing the scrotum from the 
thigh at the suture line, and then carefully dissecting the 
testicle from the fascia lata. After a little undermining of 
the edges of the scrotal wound the latter were united over 
the testicle, thus placing it in the bottom of the scrotum. 
The wound in the thigh was likewise closed. 

The wounds healed by primary union. The boy’s general 
development has been satisfactory and the appearance of 
his external genitals is normal. The scrotum on the af- 
fected side is as long as on the other side, and the testicle 
has remained in its position at the bottom of the scrotum. 
It is the same size as the unaffected one. 

Case 2. H. R.,, a patient who at the time of operation 
was 12 years of age. The right testicle had never been 
down, but it produced no untoward symptoms. The chief 
complaint was enuresis, and the mother hoped that operative 
correction of the non-descent might favorably influence this 
condition. Unfortunately, however, this has not been the 
result, and the enuresis will have to be treated along the 
usual lines. In this connection it may be well to state that 
patients with undescended testicle frequently have associated 
conditions, either congenital physical defects or functional 
disturbances. In fact, undescended testicle may be but one 
of the abnormal conditions found in patients with general 
mental and physical mal-development. However, this class 
of cases does not come into consideration here. The pa- 
tients on whom we have operated are all fairly normal boys 
or men, whose chief complaint was non-descent of the 
testicle, or pain associated with pressure on the misplaced 
testicle, or symptoms referable to the associated hernia. 

This boy had the first stage of his operation performed 
March 13, 1924, and the second stage on July 7, 1924. In 
the interval between the operations he had been perfectly 
well, had had no discomfort and had taken part in all school 
athletics. The cosmetic result at the present time, 1% 
years after operation, is perfect. : 

Case 3. I. K., 17 years old, a tall, anemic but very bright 
lad was born with bilateral undescended testicles. He was 
a sickly child until four years ago. At about that time the 
right testicle descended spontaneously, but the left one 
was retained in the inguinal canal. ; 

His chief complaint was pain in the left groin, coming 
in attacks at irregular intervals, and described as sometimes 
being excruciating, causing him to faint. Usually the at- 
tack was less severe and consisted of a rapidly developing 
swelling in the left groin, with throbbing over the entire 
lower abdomen. There was associated pain in the region 
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of the umbilicus. There was no vomiting. Between the 
attacks he felt perfectly well. 

Examination showed a normal penis with a poorly de- 
veloped scrotum on both sides, the left one being almost 
absent. The right testicle was small, soft and atrophic and 
was situated high in the scrotum. The left testicle could 
be felt in the inguinal canal as a soft, very tender swelling. 
It could not be dislodged downward. 

Operation was done October 16, 1925 in the manner de- 
scribed, and the patient at present well illustrates the con- 
dition of these patients after the first stage has been com- 
pleted. It will be noted that although the scrotum on the 
affected side was undeveloped at the time of operation 
it looks normal now, after a lapse of only three months. 
The testicle is firmly anchored on the thigh. The skin 
canal between the attached scrotum and the groin is dry 
and clean without any evidence of eczema or other irrita- 
tion. The boy experiences no discomfort whatever and 
takes part in base-ball, foot-ball and basket-ball. It is our 
intention to wait three or four months and then free the 
testicle from the thigh and place it in the bottom of the 
scrotum, as illustrated by the other cases. 

In connection with this case it is pertinent to bring up 
the question at what age the operation should be performed. 
It is well known that undescended testicles frequently come 
down before or about the age of puberty. It would there- 
fore seem wise to wait until that time in all those cases 
in which symptoms are absent, and to operate only when 
pain or symptoms referable to the associated hernia mani- 
fest themselves. Looking upon the condition more critical- 
ly, however, and realizing that the circulation of a mis- 
placed testicle is interfered with, that it is subject to more 
or less traumatism, that therefore its development is inter- 
fered with, and with that perhaps also the developraent of 
the boy, it seems to me best to operate at an earlier time. 
I believe that when a testicle is brought into the position 
in which nature intended to place it, it has more chance for 
normal development than when it is left in a cramped posi- 
tion in the inguinal canal. In the patient I am here present- 
ing the testicle that spontaneously descended at 13 years of 
age is small, soft and atrophic. Perhaps it would have de- 
veloped, had it been brought down at the age of 5 or 6. 

Case 4. H. Z., 20 years old. This patient is of interest 
because he had been operated on nine years previously by 
some other method, and with a result so unsatisfactory 
that he sought relief on account of pain. At that time 
the associated hernia had been repaired and the testicle 
brought down into the scrotum. The hernia repair had 
been successful, but the testicle had retracted and was 
firmly held against the external abdominal ring. The pa- 
tient is an automobile mechanic and during his work the 
testicle was constantly exposed to trauma in its abnormal 
position. He finally had to discontinue his work on ac- 
count of it. Such an unsatisfactory result is not uncom- 
mon in any case in which the testicle, or rather the scrotum, 
or both, have not been fixed in some way to present re- 
traction. There are several reasons for this. One is the 
natura’ tendency of the testicle to retract after it has been 
held fixed in an abnormal position for years. This is true 
even when all cremaster fibers and connective tissue have 
been removed. The second reason is that the scrotum 
on the affected side is undeveloped and is drawn snugly 
up against the perineum. Placing a properly liberated and 
Prepared testicle into such an undeveloped scrotum will 
not develop that scrotum; the latter simply holds the tes- 
ticle up against the perineum and allows whatever tendency 
for retraction exists in the vessels and vas of the cord, 
full play. For that reason the fixation of the scrotum to 
the thigh is as important as the fixation of the testicle. 

In this patient, although the testicle had been freed and 
placed into the scrotum nine years ago, it promptly re- 
tracted as far as it could go, against the small external 
ting, and the scrotum had not developed at all. As a matter 
of fact he had no real scrotal pocket. It had to be de- 
veloped and that is done by the method here described. 
The first stage of the operation was carried out April 7, 
1924, and. the second one October 13, 1924. He now has a 
Normal looking scrotum, with a testicle at its lowest point, 
1s free from symptoms and able to do regular work. 
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Discussion of Dr. Meyer’s pater and the above cases. 


Dr. WitrAM B. Corey: Dr. Meyer’s paper is one of the 
most lucid and admirable on the subject that I have ever 
had the opportunity to hear. I believe the cause of the 
undescended testis is still unknown. In my latest paper on 
the subject’, covering 415 cases, I discussed the etiology 
in some detail. One of the theories frequently offered is 
that a mechanical obstruction of some sort due to inflam- 
mation or adhesions formed during fetal life is the princi- 
pal cause. This theory was strongly advocated by*Bued- 
inger, who asserted that mechanical obstruction caused by 
such adhesions accounts for retention of the testicle in 96 
to 97 per cent. of the cases. Opposed to this theory was 
Uffreduzzi? of Carle’s Clinic in Turin, who made a most 
extensive study of the pathology of the retained testicle. 
His opposition is based on the fact that careful investiga- 
tions had failed to reveal any evidence of such adhesions. 
Observations at the Hospital for the Ruptured and Crippled 
were in entire accord with Uffreduzzi’s. I have never 
found any evidence of old adhesions. According to Uffred- 
uzzi, the ectopic testicle is a local expression of infantilism, 
it. e., of a serious retardation in the development of the 
entire individual; and he believed it to be nearly always ac- 
companied by other evidence of degeneration or other ab- 
normalities. I believe these abnormalities to be compara- 
tively rare and nearly always confined to cases of double 
ectopic testicle. In a recent discussion at the Royal Society 
of Medicine, Hobday, professor of veterinary surgery, em- 
phasized the fact that in animals, at least, the ectopic tes- 
ticle was markedly hereditary, especially in dogs and in 
horses. Whether this be true in man I am unable to state 
for my own observations have not permitted me to formu- 
late any definite conclusions. I observed one family in 
which two boys. full brothers, had double ectopic testes. 
In discussing Hobday’s paper, Bland Sutton stated that 
John Hunter’s explanation that the undescended testis was 
due to this “imperfection” still held as the best explanation ; 
and he added that this imperfection could not be fully ex- 
plained by either a weight or a pull, that it was due to 
some obscure and curious impulse like the migration of 
birds, or the migration of eels from the mud of the river 
bottoms to the depths of the ocean in order to spawn. 

As regards the frequency of undescended testis, that 
several years ago I made a careful analysis of 59,235 cases 
of inguinal hernia in male adults and children, observed at 
the Hospital for the Ruptured and Crippled from 1890 to 
1907, and in this group I found 737 cases of undescended 
testis, or I2 in 1000. Summerlein* who had made a recent 
study of 8538 cases observed in the Army, found the rate 
to be 3.1 per 1000. If these statistics are correct, then, in 
my opinion they prove that the undescended testis is found 
more frequently in children than in adults, and this fact 
has a very important bearing on the question of treatment. 
I do not recall whether Dr. Meyer mentioned the earliest 
age at which he advised treatment. : 

While in earlier years we operated on some children, as 
young as 5 to 10 years, this procedure is rarely advised 
except in children who had reached the age of 12 or 14 
years. The reason for this is, that if the testis be left 
alone, it will, in a very considerable proportion of cases 
come down spontaneously into the scrotum as the child ap- 
proaches puberty; therefore, unless the condition is com- 
plicated with a definite hernia not easily controlled, I 
would seldom recommend operating at a very early age. I 
believe that many of the men in the Army must have been 
cured spontaneously before reaching adult life. 

In regard to the question of malignancy, I believe it is 
now definitely proven that the undescended testis becomes 
the seat of a malignant tumor more frequently than the 
normal testis. In a paper on the undescended testis, pub- 
lished some years ago*, I reported 64 cases of malignant 
disease of the testis, personally observed, of which 12 were 
associated with non-descent; in other words, I found the 
proportion to be 1 in 5.5. This rate of frequency corres- 
ponded closely with that found by Odiorne and Simmons 
of the Massachusetts General Hospital, as well as at the 
If the un- 
descended testis occurs only once in 80 cases and the rate 
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of malignancy is about once in’s.5, I believe it certainly 
shows that the undescended testis is more liable to undergo 
malignant changes than the normal testis; but that this 
condition is so rare that it should have little influence upon 
the decision to operate or not to operate. 

Regarding the question of operation, I believe we should 
first consider what cases ought to be operated upon at all, 
for there are certain cases (those in which the testis is in 
the abdomen) which I believe are better without operation. 
This is especially true in cases of bilateral abdominal 
ectopia. In these cases, it is not possible to bring the 
testis into the scrotum. I do not believe there is as great 
risk of the testis becoming malignant in the abdomen as 
in the inguinal canal. The objection to removing these 
testes is that while they may be of little spermatic value, 
the interstitial cells may be of great value, sufficient to 
justify their retention. 

The method of operation almost exclusively employed at 
the Hospital for the Ruptured and Crippled since 1890 has 
been the Bassini method without transplanting the cord, ex- 
ercising the greatest care in removing all of the fascial 
bands and freeing the cord and vas well beyond the internal 
ring. I believe that Dr. Meyer has well emphasized the 
great importance of removing the bands of fascia within 
the internal ring and loosening the cord within the abdomen. 
I can not praise too highly the first three-quarters of 
Torek’s operation; this is so perfect that I see no reason 
for retaining the last quarter. In other words, if one found 
it possible to so thoroughly free the cord that the testis 
occupies a position on a level with the bottom of the scro- 
tum without any traction, as Dr. Meyer emphasized he is 
always able to do, I see no reason for not placing the 
testis in the scrotum instead of in the artificial pouch in the 
thigh, and thus avoid another operation several months 
later. The results of the operation shown by Drs. Meyer 
and Torek I regard as excellent; in fact, I never have 
seen better, but I believe the same brilliant results could 
have been obtained had the testis been placed immediately 
in the scrotum instead of in the thigh. 

Dr. Atexis V. Moscxucowitz: I think it most reprehen- 
sible of the man who wrote the article in Johnson’s Sur- 
gery to criticize Dr. Torek’s method, and since Dr. Torek 
had magnanimously refrained from mentioning his name I 
shall do the same and leave him anonymous. But I happen 
to know this man and the trend of his thoughts very well 
and I know that he was under a misapprehension at the 
time. He looked upon Dr. Torek’s operation as a modifica- 
tion of the Keetley operation in which much depended 
on the traction. He had done this operation without suc- 
cess; perhaps he was unfortunate in selecting the time of 
year, but some of these patients suffered severely from 
eczema. The only criticism offered was that the natients 
suffered from traction and from eczema. The gentleman 
who wrote the article was at the time a strong advocate of 
the Bevan method and he and his colleagues had done over 
150 cases with considerable satisfaction, until one day they 
decided to follow up these cases. As is well known it is 
exceedingly difficult to follow patients in New York City. 
But some were found and while some of the results were 
brilliant in spite of the fact that the spermatic vessels were 
completely divided, in others the results were absolutely 
bad—the testes had disappeared. In no instance was the 
gentleman who wrote the article compelled to remove the 
testis on account of gangrene, but they became absorbed 
and disappeared. This gentleman has now evolved a new 
operation and has come to the conclusion that it is most 
important to mobilize the spermatic artery and vein as high 
as possible. He then dilates the scrotum and puts the testis 
in and finishes the operation like an ordinary hernia. If 
the testis is sufficiently mobilized it stays in the scrotum 
without the necessity of attaching it and the scrotum to 
the thigh. The results have been perfect. 


Dr. Victor C. PepersEN : I have had relatively few opera- 
tions for undescended testicle. Owing to the incidence of 
hernia, such cases are much more apt to reach the general 
surgeon than the urologist. Up to the present case, I have 


always used the so-called Bevan operation, never, however, . 


with dissection of the blood vessels away from the vas 
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and testis. To deprive any organ of its chief vascular sup- 
ply is in my opinion an unsurgical procedure. Conse- 
quently, I never had gangrene or absorption follow the 
operation, and the results in general have been equal to the 
average seen in the hands of other operators. The best 
single case with the Bevan operation was one in which 
I used three or four purse-string sutures, instead of one, 
banked one below the other along the cord from the 
superficial ring into the scrotum. This little scheme created 
a barrier against retraction of the testicle late in the con- 
valescence. About a year and a half ago a boy was brought 
to me with an undescended testicle and the Torek opera- 
tion was done with Dr. Torek as consulting assistant in 
order to demonstrate his exact technique. The Torek 
method might be regarded as providing absolute protection 
against retraction, to which all healing processes tend more 
or less, sooner or later. Such retraction is absolutely pre- 
vented by the Torek procedure and without any risk to the 
patient worthy of the name, notwithstanding the adverse 
comments of Dr. Coley. The result was admirable cosmeti- 
cally and physiologically. The operation was done in June, 
immediately after school and the boy indulged in swimming 
and other athletics all summer until the Thanksgiving 
holidays. He had a slight tendency toward eczema, but 
its local manifestation was prevented by cleanliness in the 
canal temporarily created between scrotum and groin. 
One caution is worthy of notice, namely that the suture 
line between the scrotum and the skin of the thigh is much 
higher up on the testicle than one would at first think. 
This is the natural outcome of the much thicker layer of 
fat on the thigh than in the scrotum. In freeing the 
testicle, I held the knife narallel to the thigh and at right- 
angles to the scrotum with the result that I cut into the 
testicle slightly. This accident was immediately recognized. 
No suture of the testicle was necessary. It is better to 
divide this suture line by holding the knife parallel to the 
scrotum and at right angles to the thigh, so that all division 
is away from rather than against the body of the testis. 
While one may argue widely from one case, the advant- 
ages of the Torek over the Bevan operation are so unmis- 
takable that I shall never again use the Bevan method. 


Dr. Witty Meyer: I am very glad that this collective 
investigation of the results of Torek’s operation for unde- 
scended testicle has been made. It demonstrates the oper- 
ation of choice. 

After a number of apparently good results with Bevan’s 
operation I saw gangrene of the testicle in two instances, and 
then decided always to do Torek’s operation. 

Dr. Coley and Dr. Moschcowitz both thought that the 
second part of the operation could be avoided, and that it 
would prove sufficient, after the testicle had been brought 
down, to place it into the scrotum and retain it there by a 
few sutures. I do not agree with this view. These unde- 
veloped parts have a tendency to retract, though thoroughly 
stretched at the time of the operation. In many instances 
there is no scrotum at all. If stitched to the thigh, months 
of exercise in daily life will develop the size of the scrotum 
and when the testicle is freed after six months or longer 
it will stay down, not only because the scrotum has de- 
veloped in size, but because it is attached to the inside of 
the scrotum by scar tissue. 

Stitching the testicle with the scrotum to the thigh 
ushers in an orthopedic after-treatment. I believe it is best 
to have the operation done exactly as Torek advised. 


Dr. ToreK: I thank the gentlemen very much for their 
discussion. As to the etiology and Dr. Coley’s remark that 
whenever ectopy of the testis is a local expression of de- 
generacy, this was found only in cases of bilateral ectopic 
testes, I have seen degeneracy in two cases of monorchism. 
One was epileptic and the other is insane. Both were 
degenerates and both remained unoperated for their single 
retained testis. Dr. Coley asked why the testis is fastened 
to the thigh instead of being simply placed in the scrotum. 
These patients have no scrotum when they are operated on, 
especially in the bilateral cases. The skin of the scrotum 
has to be developed and that is done by sewing it down on 
the skin of the thigh. Dr. Moschcowitz, in speaking of the 
gentleman who wrote the article in Johnson’s Surgery, has 
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shown that that gentleman is fond of a joke, and it would 
have been well if he had stated in that article that what he 
wrote was intended as a joke, and not in seriousness. As 
regards Dr. Pedersen’s question, it has always been my 
practice to hold the knife perpendicular to the skin of the 
thigh and tangential to the scrotum at the operation of 
releasing the testicle from the thigh. If that is done the 
testis is not likely to be injured. 


CONGENITAL COMPLETE BRANCHIOGENETIC 
CYST AND DUCT 
DR. HERBERT WILLY MEYER 


This is a comparatively rare condition. In 1915 Dr. 
Dowd of the Roosevelt Hospital presented a case before 
the Surgical Society which is published in Annals of Sur- 
gery, Vol. 63, In the minutes of the Surgical Society he 
had not found a report of a similar case. 

The patient presented is a man 27 years of age. All his 
life he had had a small opening along the anterior border 
of the sterno-mastoid muscle on the left ‘side, about one inch 
above the sterno-clavicular joint. From this opening there 
had been very slight discharge all his life, which did not 
annoy the patient. In December, 1924, a large swelling 
had appeared on the left side of the neck, and on pressing 
it a very foul smelling secretion could be expressed from 
the outer sinus and also some of it entered the pharynx. 
In order to visualize the duct a bismuth oil mixture was in- 
jected and an «x-ray picture was taken. This showed the 
presence of a cyst and also the extravasation of some of 
the oil mixture into the tissues around the lower end of 
the duct. This could best be explained as on account of the 
thin squamous cell epithelial lining found at the lower 
end of the duct, while the duct near the pharynx is much 
thicker walled and composed of columnar epithelium. 

Radical operation was performed on May 29, 1925 at The 
Lenox Hill Hospital. The lower end of the duct, with 
the tissue infiltrated from tie bismuth oil, was treated as 
a tumor mass. The cyst was dissected out, and was found 
to lie under the platysma and superficial to the middle 
cervical fascia. The inner end of the duct then passed over 
the greater cornu of the hyoid bone, and dipped down and 
in, beneath the posterior belly of the digastric muscle. 
The duct was freed as far as possible, and then was grasped 
with a clamp just distal to the cyst. The cyst and lower 
end of the duct were removed. The duct remaining was 
treated similar to the Keller method of extirpating vari- 
cose veins. A small opening was made into the duct and 
a probe introduced, which was found to enter the pharynx 
through the left tonsil just behind the anterior pillar. A 
suture was passed through the duct and the eye of the probe 
and tied. By pulling on the probe in the pharynx the duct 
was completely inverted and could be cut where it emerged 
from the tonsil, thus completely extirpating it. The wound 
in the neck was closed with interrupted sutures. The pa- 
tient made an uneventful recovery. 

McKenty states that these ducts should lie between the 
internal and external carotid arteries. Koenig devised an 
operation for adherent cases in which he placed both ends 
of the duct into the mucous membrane of the pharynx. 
The curved sinus tract then drained into the throat. Von 
Hacker was the first to advise total extirpation of the duct. 
These ducts, as in this case, come from the second and 
third branchial clefts, possibly the fourth. The first cleft 
forms ducts that begin at the ear and then pass into the 
pharynx. With these there is often a deformity of the 
mouth. 

Discussion 

Dr. ALtexis V. Moscucowitz: I have been particularly 
impressed with the result in this beautiful case which has 
been so well presented, and for which Dr. Meyer deserves 
great credit. But there is one thing on which I wish to 
comment. Dr. Meyer said Dr. Dowd had said there was no 
case similar to his reported. I have operated on three 
cases. This certainly is not many when one considers how 
often the diagnosis of branchial fistula is made. I have 
been impressed by the fact that this diagnosis is made very 
frequently but the diagnosis in the great majority of instan- 
ces is an erroneous one. 


SECTION OF SURGERY 


AMERICAN 
JoURNAL oF SURGERY 


Dr. Leon T. LEWatp: Dr. Meyer said that after injec- 
tion of the sinus with bismuth paste simple pressure had 
ruptured the sac. If he had used a thinner opaque material 
such as lipiodol or sodium iodide would it have served the 
purpose with less pressure being used to have it reach the 
bottom of the sinus? In other types of sinuses I used 
sodium iodide of the same strength as in pyelography. 

Dr. Cart Eccers: Although branchiogenetic cases are 
not often reported, they are not as rare as one might there- 
by be led to believe. Frequently they give rise to only a 
little discomfort and patients hesitate to undergo an opera- 
tion for them. In order to cure them it is necessary to 
do a total extirpation of the tract as described. by Dr. 
Meyer. In cases with no inflammatory reaction, and after 
thorough dissection, it is possible to invert the entire length 
of the canal and pull it into the mouth, where the internal 
opening is found in the tonsillar tissue. The usual secre- 
tion from the tract is saliva-like, clear fluid, the amount of 
which increases during deglutition and causes excoriation 
of the skin. I have operated on several cases of this type, 
including one bilateral. 


CONGENITAL DIFFUSE FIBROMA OF EYE-LIDS 
AND CHEEK 
DR. HERBERT WILLY MEYER 

All his life, the patient, now 36 years of age, had a dif- 
fuse swelling of the right eyelids and the right cheek. The 
swelling completely closed the right eye and the patient 
at no time had the use of it. Examination, however, showed 
that the right eye itself was normal when the lids were held 
open. X-ray examination of the skull showed congenital 
perforations of the parietal bone on the right side and 
absence of the outer wall of the right orbit, a portion of 
the outer wall and the floor of the orbit. Wassermann ex- 
amination of the blood is negative and the patient denies 
venereal infection. As the condition had existed for so 
long it was considered to be benign and a plastic operation, 
with removal of the tumor, was advised. It was divided 
into three stages. 

The first stage was performed in February, 1925, at 
which time, under local anesthesia, the large pedunculated 
and sessile tumor mass was removed from the cheek and 
a small section taken from both the upper and lower eyelids. 
‘The result of this operation was that the cheek looked nor- 
mal, but the eye remained closed. Therefore, after all re- 
action had subsided, the second operation was performed 
in May, 1925. At this time, under colonic anesthesia, an 
incision was made in the upper eyelid, one in the lower 
eyelid and also one in the cheek, and through these the re- 
mainder of the tumor tissue was excised. In order to open 
the eye, and to bring the palpebral fissure into a horizontal 
plane, two strips of fascia lata from the thigh were trans- 
planted. One strip was sutured to the cartilage at the 
palpebral edge of the upper lid and passed under the skin 
up to a small incision in the vertex of the skull. This strip 
was about 10 cm. long and 1.5 cm. wide. Another strip 
was sutured to the edge of the atrophied orbicularis pal- 
pebrarum of the lower lid and passed under the skin around 
the outer canthus and upward and backward to an incision 
about one inch above the right ear. Then by making slight 
tension on these two strips of fascia lata the eye was opened 
and the palpebral fissure brought into the horizontal plane. 
With this degree of tension the fascia lata strips were 
sutured to the aponeurosis of the occipito-frontalis muscle 
on the vertex, and to the temporal fascia on the side of the 
skull, and all wounds were closed with interrupted black 
silk sutures. The patient remained flat on his back for one 
week during the healing process of this transplantation. 

The final (third) operation was performed in September, 
1925, under colonic anesthesia, at which time a still slight 
excess of skin of the lower lid was excised. The patient 
was then sent to an oculist and glasses were fitted; and he 
now has the use of his eye and has been relieved of the 
deformity. The pathological report of the tumor was 
diffuse fibroma with degenerating neuro-fibro-sarcoma of 
one small nodule within the main tumor. 


(No discussion) 
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Progress in Surgery 


Selections from Recent Literature 


Three Cases of Thyroid Metastasis to Bones. With a 
Discussion as to the Existence of the So-Called 
“Benign Metastasizing Goiter”. Watter M. Simp- 
son, Ann Arbor, Mich. Surgery, Gynecology, and Ob- 
stetrics, April, 1926. 

In most of the collected cases the diagnosis of “benign 
metastasizing goiter” was based upon the clinically benign 
appearance of the goiter and upon the benign microscopic 
appearance of extirpated metastases. 

Metastases of thyroid carcinomata are subject to great 
variability in microscopic appearance and may assume the 
structure of normal thyroid tissue, benign thyroid adenoma, 
or simple colloid goiter. Such secondary growths may 
function as does normal thyroid tissue. 

There is an abundance of evidence to indicate that there 
is no such entity as the “benign metastasizing goiter,” and 
that the use of this confusing term should be abandoned. 


The Transplantation of Parathyroids in Partial Thy- 
roidectomy. Frank H. Laney, Boston. Surgery, 
Gynecology and Obstetrics, April, 1926. 

Since parathyroids will occasionally be removed at opera- 
tion for goiter, they should be carefully searched for on 
the specimen following operation, and, if found, trans- 
planted. 

The belly of the sternomastoid is the most convenient 
place into which to transplant them, and care should be 
taken to see that the cavity into which they are transplanted 
is dry. 

A note is appended to demonstrate the difficulty of recog- 
nizing parathyroids macroscopically and the need of micro- 
scopic report to determine in which cases parathyroids have 
actually been transplanted. 


Hyperthyroidism Treated by X-Rays. A Record of 


Three Hundred Private Cases. A. E. Barciay and 
F. M. Fetrows, England. The Lancet, March 20, 


1926. 
This method restores to a useful and moderately active 
life between 60 and 70 per cent. of patients incapacitated 
by hyperthyroidism. A further 20 or 30 per cent. will be 
greatly benefited in health. The cases considered were con- 
secutive and unselected. Cases of the somewhat rare con- 
dition of acute toxic goiter seldom come under x-ray treat- 


ment owing to transport difficulties. They are usually 
satisfactorily treated by radium. Under both radium and 
w-ray treatment a fulminating type of acute hyperthyroidism 
has been noted, and has invariably been fatal. Two of 
the three deaths from hyperthyroidism in the series 
were of this type, the patient having made satisfactory 
progress up to a point, and suddenly developing acute 
symptoms and dying within a few days. 

The method, though slow, is, in competent hands, 
eminently safe. The results are permanent, and at least 
as good as those of surgery. Collaboration, not rivalry, 
between physician and radiologist is the ideal to be aimed 
at, for each can do much for the patient afflicted with this 
disease. 


Case of Hyperthyroidism Cured after Castration. 
(Einen geheilten Fall von Hyperthyreoidismus nach 
operativer Kastration). Kuodr, Sopron. Zen- 
tralblatt fiir Gynekologie, February 6, 1926. 

Khoor reports the case of a virgin aged 30 who came to 
him because of symptoms referable to the uterus. The pa- 
tient was suffering trom a typical exophthalmic goiter with 
symptoms of advanced autonomic imbalance. A complete 
hysterectomy was undertaken for the removal of multiple 
uterine fibroids. Within ten months of the operation, the 
exophthalmos -had disappeared, the thyroid was smaller 
and the symptoms of hyperthyroidism had vanished. The 
author cites other, similar instances from the literature of 
cure following castration. The result is of course at- 
tributed to a regulation of the thyroid function through 
the well known influence of the sex glands on the cycle 
of internal secretions. 
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(Phlegmon médio-lingual.) Pror. 


Medio-lingual Abscess. 
Progrés Médical, March 6, 


TéDENAT. Montpellier. 
1926. 

Tédenat calls attention to the fact that between the two 
genio-glossal -muscles, there is a triangular space bounded 
beneath by the mylohyoid muscle. This space goes over into 
the glosso-thyro-epiglottic space posteriorly. Occasionally, 
there are one or two lymphatic glands situated in this area. 
From infections of these glands an abscess may originate. 
The symptoms are quite characteristic. The patient is 
usually very sick, with high temperature. The tongue is 
pushed forward and upward against the roof of the mouth. 
Swallowing and talking are painful and difficult. Opera- 
tion is best performed through an external incision splitting 
the mylohyoid muscle. Immediately after drainage, the 
symptoms begin to subside. 


Treatment of Empyema, 
pymes). E. Mtusam, Berlin. 
February 26, 1926. 

The author makes a plea for greater individualization in 
the treatment of empyema. The treatment may be divided 
into two main classes, the conservative and the operative. 
The conservative treatment consists of medical attention 
for cases of tuberculous empyema. In the empyemas of 
children under 2 years and in those that develop rapidly 
after septic diseases the author suggests the use of repeated 
aspirations. The operative treatment consists of incision 
and drainage in children and in rib resection in adults. He 
has also employed extensive thoracoplasty in chronic em- 
pyemas. Decreased mortality and decrease in the length of 
convalescence can be accomplished only by carefully in- 
dividualizing and by carefully determining the character of 
the infecting organism. 


Treatment of Bilateral Lung Suppuration. J. J. Srncer 
and Evarts A. Grauam, Saint Louis. American Re- 
view of Tuberculosis, March, 1920. 

Singer and Graham call attention to the fact that ap- 
parently simple measures may sometimes give surprisingly 
good results in the treatment of bilateral pulmonary sup- 
puration. In empyemata draining through the bronchi, in 
bronchiectasis, and in pulmonary abscess simple drainage 
by postural change may occasionally be sufficient to bring 
about a cure. Where this is not effective the authors at- 
tempt bronchoscopic drainage. If these more conservative 
meihods are without results, they attempt either surgical 
pneumothorax, partial thoracoplasty in basal lesions, com- 
plete thoracoplasty or cautery resection of the lung. They 
report five cases in which these various procedures were 
employed. 


The Etiology of Gastric and Duodenal Ulceration. K. 
W. Monsarrat, Liverpool. British Medical Journal, 
March 20, 1926. 

The conclusions drawn from this review are: 

1. There is no satisfactory evidence that chronic gastric 
and duodenal ulceration is primarily due to direct invasion 
of the stomach or duodenal wall by specific organisms. 

2. Chronic gastric and duodenal ulceration is not caused 
by alterations in the chemistry of the gastric secretions. 

3. The evidence available points to alteration in gastric 
rhythm being the primary morbid condition, which when 
persistent leads to the development of ulceration. 

4. The site of the ulceration is the site of maximum 
wear and tear by gastric contents whose normal neutraliza- 
tion has been interfered with by the altered gastric rhythm. 

5. The gastric secretions, innocuous to the stomach wall 
under normal conditions, cause irritation and eventual ulcer- 
ation, when the gastric rhythm is altered; trophic changes 
may also prepare the way for this action. 

6. The fundamental condition on which these morbid 
changes in gastric motility and rhythm depend is doubtless 
a disorder of gastric innervation, which may have its origin 
in toxic influences, or psychic influences, or in reflex in- 
fluences from disease elsewhere. The innervation of the 
stomach is not, however, so completely analysed as to make 
it possible to say whether these influences bear on an auto- 
nomic gastric system or whether they affect the stomach by 
way of the vagus or sympathetic. There is, however, some 
evidence that in the gastric type, which is usually asso- 
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ciated with duodenal ulceration, there is some inhibition of 
impulses by the splanchnic path, and that in the gastric 
type, which is usually associated with gastric ulceration, it 
is the vagus impulse which is depressed. 


Partial Gastrectomy: Its Indications, Prophylaxis and 
Technic. J. SHELTON Horsey, Richmond, Va. The 
Journal of the A. M. A., March 6, 1926. 

Horsley asserts that there are two definite classes of les- 
ions of the stomach in which gastrectomy may be indicated. 
One is malignancy, and the other is peptic ulcer with its 
complications or sequelae. The first indication, malignancy, 
admits of no discussion. The indications for gastrectomy 
for a gastric peptic ulcer are to some extent involved in the 
consideration ot the tendency of these ulcers to become 
cancerous. Undoubtedly an early gastric ulcer should be 
given medical treatment for several weeks, at least, before 
operation is considered. If there is a tendency for the ulcer 
to heal under medical treatment, the medical treatment may 
be continued indefinitely. If, however, the ulcer heals 
only to a certain stage and remains stationary, or if it in- 
creases in size, an operation should be done. Whenever 
there is a suspicion of malignancy, operation should be 
promptly done. In advanced cases, there seems no reason 
tor unusual delay in operation. Recurrent bleeding and 
perforation, of course, demand operation. Duodenal ulcers 
should be very rare indications for gastrectomy, because 
they can be dealt with either by pyloroplasty if the ulcer 
is small and accessible or, if it is large and infiltrating, by 
occiusion of the pyloric end of the stomach with kangaroo 
tendon and a posterior gastro-enterostomy. The latter op- 
eration in large duodenal ulcers gives excellent results. Oc- 
casionally there occurs a small duodenal ulcer with an open 
pylorus, many adhesions and marked pylorospasm. Here, 
gastro-enterostomy may not relieve the symptoms, and the 
operation of Devine is indicated. When ulcers have recur- 
red after a pyloroplasty or if they persist after a gastro- 
enterostomy, gastrectomy is often indicated. Horsley has 
modified his operation so that the stomach is united to the 
duodenum along the lesser curvature, and the lower por- 
tion of the gastric stump is infolded and further protected 
by the suturing over it adjacent peritoneal covered fat. By 
these procedures the safety of the suturing of this region 
is assured. To avoid obstruction an incision is made in the 
anterior wall of the duodenum about an inch or an inch and a 
half long, which flares open the duodenum and gives a much 
greater caliber at the point of union with the stomach. 
Horsley says that half of the stomach can often be resected 
and still jomed satisfactorily to the stump of the duodenum 
by following this type of operation. The cardiac portion 
ot the stomach may be mobilized by dividing any adherent 
band or incising the gastrohepatic omentum. ‘The stump 
of the duodenum can be slightly mobilized by separating 
it from the surrounding tissue. It is better, however, to 
mobilize the gastric stump more freely than to attempt ex- 
tensive dissection of the stump of the duodenum. The 
technic of operation is described in detail. Since adopting 
this technic, Horsley has not encountered any case of gastr- 
ectomy, even though the maximum specimen has been 23.5 
cm. long, in which the stump of the stomach could not be 
united to the stump of the duodenum by this modified Bill- 
roth I operation. Lf, however, this is impossible, he believes 
that the Holmeister operation, a modification of the Bill- 
roth II, would be the operation of choice. Instead of the 
stump of the stomach being sutured and an independent 
posterior gastro-enterostomy being done, as in the original 
Billroth II operation, the upper portion of the stump of the 
stomach is closed with sutures and the lower third is anasto- 
mosed to the jejunum. This is simpler than the original 
Billroth II and seems to be quite as efficacious. 


Late Results of Resections for Carcinoma of the Stom- 
ach. (Resultats éloignes des resections gastriques dans 
le cancer de l’estomach). Henrt HartMANnn, Paris. 
La Presse Médical, February 27, 1926. 

Hartmann never operates on cancer of the body of the 
stomach. All his cases are of the pyloric region. In 
about 100 cases operated on and followed up over an ex- 
tended period of years, he found 30% alive at the end of a 
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three year period. As a result of careful gross and micro- 
scope examination of the material removed at operation, 
he comes to the following conclusions: Cancer seldom ex- 
tends more than I to 2 cm. toward the duodenal side. Prac- 
tically all of the spread of the tumor is toward the gastric 
side. The glands along the lesser curvature are earliest 
and most frequently involved. Involvement of the glands 
along the greater curvature and behind the head of the 
pancreas is next in frequency. To insure better late re- 
sults after operation, the cases must be seen and treated 
early in their development. 

In carrying out the operative procedure, Hartmann in- 
sists on the prime importance of removal of the tumor with 
the affected glands en bloc. He therefore’ proceeds as 
follows. The glands along the lesser curvature are first 
dissected and reflected downward. Next, the glands lying 
in the gastro-colic mesentery are dissected. The blood 
supply of the area to be excised is ligated and the stomach 
is opened. The whole mass with the glands attached is 
then reflected toward the duodenal side and the head of the 
pancreas exposed for the purpose of removing the retro- 
pancreatic glands. The duodenum is thereupon cut and 
the tissue removed en masse. The continuity of the gastro- 
intestinal tract is reestablished by performing either a Bill- 
roth 2 or in the preference of the author, a Kocher 
anastomosis. 


Abdominal Puncture in the Diagnosis of Acute Intra- 
peritoneal Disease. HaArotp Neuuor and Ira CoHEN, 
New York. Annals of Surgery, April, 1926. 

The authors add their experience, covering over a hundred 
cases, to the scant literature of abdominal puncture for 
diagnosis in acute conditions of suspected peritonitis or 
hemorrhage. They use a lumbar puncture needle, passed 
through a small skin incision, and a syringe. (Denzer used 
a capillary tube.) They conclude : 

Exploratory abdominal puncture is 2 simple, safe, and 
valuable aid in the diagnosis of obscure acute intraabdominal 
disease. It serves to establish the diagnosis of a traumatic 
or inflammatory intraperitoneal lesion in some cases in 
which the diagnosis cannot otherwise be made. 

In other instances abdominal puncture offers conclusive 
information as to the source and nature of a peritonitis, 
and thus aids directly in arriving at the therapeutic indica- 
tion as well as the prognosis. 

In the peritonitis group abdominal puncture is of especial 
value in establishing the diagnosis of the pneumococcus and 
streptococcus infections. 

Abdominal puncture is contraindicated in any subacute 
or chronic intraabdominal disease in which a loop of in- 
testine may be fixed. 

A negative abdominal puncture does not exclude the 
presence of fluid and should therefore never be interpreted 
as a contraindication to operation in suspected peritonitis 
or traumatic visceral lesions. 

Abdominal puncture should be employed as an aid to 
diagnosis in every obscure acute intraperitoneal lesion for 
which operation may be indicated. 


Isolated, Subcutaneous Rupture of the Pancreas. (Jso- 
lierte, subkutane Pankreasruptur.) Von Dr. Georce H. 
FEIst, Prague. Medezinische Klinik. March 5, 1926. 

A man who had been crushed between two railroad cars 
exhibited the signs of an intraabdominal lesion warranting 
exploratory laparotomy. A large, irregular tear of the 
pancreas was found. The peritoneum over this rupture was 
intact. The hematoma was evacuated and the pancreas 
sutured. The peritoneum was sutured over the pancreas 
allowing only a small opening for drainage. Uneventful 
recovery. 

There are only about 62 similar cases on record and the 
author reviews the symptomatology of the injury. There 
are practically no pathognomonic signs. The patient pre- 
sents the signs of a severe abdominal injury with evidence 
»f shock and hemorrhage. Shortly after the injury, the 
blood sugar and diastase appear to be increased but there 
is no glycosuria. Pain radiating to the left shoulder is 
suggestive of this injury. The treatment consists in im- 
mediate laparotomy with suture of the pancreas and of the 
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overlying peritoneum. Early removal of the drain tends 
to prevent the formation of pancreatic fistulae: Cysts may 
later develop. 

The prognosis in cases operated on early is not very bad. 
Of 34 cases operated within 48 hours, 10 died—a mortality 
of 29.45%. Of those not operated on all died. The cause 
of death is believed to be poisoning by pancreatic secre- 
tions. A bibliography of all reported cases is given. 


The Treatment of Ileus by Choline. C. G. L. WotrF and 
J. R. C. Canney, Cambridge; England. The Lancet, 
April 3, 1926. 

In 1912 Weiland made the observation that when a piece 
of isolated intestine was allowed to contract in Ringer’s 
solution for some time the fluid acquired the property of 
exciting contraction in other pieces of intestine placed in 
it. Le Heux isolated the substance causing this effect and 
identified it as choline. This base has come into prominence 
at various times in physiological literature and is related 
chemically to muscarine, the principle found in poisonous 
mushrooms. 

The authors record four cases of post-operative paralytic 
ileus in three of which choline re-established the normal 
intestinal function. 

The administration of choline is a simple matter. Sterile 
choline hydrochloride is put up in glass ampoules con- 
taining 600 mg. in 6 c.cm. This solution is diluted with 
180 c.cm. of sterile normal saline and the resulting solution 
injected intravenously. An important point in administra- 
tion is that it should take at least 17 minutes to inject the 
whole quantity. On every occasion except one an ordinary 
saline infusion apparatus with a narrow intravenous needle 
was used. 


Phrenicectomy in Pulmonary Disease. (La 
tomie dans les affections pulmonaires). 
Paris Medical, February 20, 1926. 

The author reports on 32 cases in which phrenicectomy 
was performed for pulmonary tuberculosis, bronchiectasis 
and pulmonary gangrene. The results were very gratify- 
ing and equalled in many respects the results obtained by 
pneumothorax or by thoracoplasty. While the procedure 
is particularly adapted to the treatment of basal lesions it 
may also be applied with success in the treatment of apical 
infections. It is indicated as an adjuvant to the pneu- 
mothorax treatment when, as a result of adhesions, com- 
plete collapse of the lung cannot be accomplished. It is 
also indicated as a preliminary to thoracoplasty in that by 
collapsing the basal part of the lung it tends to minimize 
the danger of aspiration of infected material. It is best 
undertaken in cases showing unilateral involvement though 
it may be attempted in cases of bilateral tuberculosis pro- 
vided one side is inactive. 

The operation is simple and is performed under local 
anesthesia. Through a small transverse incision just above 
the clavicle the phrenic nerve is exposed as it lies on the 
scalenus muscle. The nerve is divided and the peripheral 
end avulsed to interrupt any accessory fibres which may 
join the nerve below the level of the section of the nerve. 
there is but little pain attached to the procedure. Follow- 
ing the avulsion ot the nerve, the diaphragm does not im- 
mediately begin to ascend. The complete collapse takes 
place during the course of the next three months. There 
have been practically no undesired results. 


Pneumoperitoneum in the Treatment of Tuberculous 
Peritonitis. O. M. Gitpert, Colorado. American Re- 
view of Tuberculosis, March, 1920. 

The author reports two more cases in which he injected 
air intraperitoneally after aspiration of tuberculous periton- 
eal exudate. One of the cases had, at the same time, a 
tuberculous pleurisy for which a pneumothorax was per- 
formed. Both cases showed marked improvement and were 
able to resume light work at the end of six months. 


Primary Pneumococcus Peritonitis. Ricnarp A. LEon- 
ARDO, Rochester, N. Y. Annals of Surgery, March, 


phrénicec- 
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Leonardo reports three cases and concludes: 
1, The source and mode of infection of pneumococcus 
peritonitis in the so-called primary or idiopathic cases is 
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not solely via the genital organs in young girls nor is this 
disease limited to the female sex. | 
2. Trauma is an occasional etiological factor. 


Pylephlebitis and Liver Abscess Following Appendicitis, 
iE. L. Exrason, Philadelphia. Surgery, Gynecology and 
Obstetrics, April, 1926. 

Pylephlebitis and liver abscess are not identical and occur 
as a complication in from 0.1 to 0.4 per cent of cases of 
appendicitis. The x-ray and fluoroscope aid in early diag- 
nosis by showing a high diaphragm sometimes with restricted 
movement. Local edema and prominent veins are valuable 
diagnostic signs. Pain is not always present. It is noted 
most when the infection is in or on the upper surface of the 
liver. Pneumonic signs are frequently the result of lung 
compression rather than pneumonia. Jaundice is practically 
a constant symptom. The presence of lassitude and ano- 
rexia is very suggestive in the diagnosis. Fifty-four per 
cent of the patients recover. Operation through the dia- 
phragm is the treatment of choice. 


Factors Influencing Appendicitis Mortality. FReprerick 
C. WarnsHuis, Grand Rapids, Mich. The Journal 
of the A. M. A., February 13, 1926. 

Figures collected by the author from thirty-five hos- 
pitals located in eight states, reporting 11,400 cases of 
appendicitis, show that the apparent average mortality 
in acute appendicitis is 4.23 per cent. The average oper- 
ative mortality for removal of a chronically inflamed 
appendix is 1.68 per cent. He also reviews the results 
of personal contact and surgical care in 327 cases of 
apperidicitis. 


The Operative Treatment of Hernia in Infants and 
Young Children. ANprew FuLterton, Belfast, Ireland. 
The British Medical Journal, February 13, 1926. 

_The operation carried out in these children is of the 
simplest type. An incision about an inch long is made 
over the upper end of the sac, the cord is isolated, and 
the index finger of the left hand is passed under it so as 
to spread out the component parts. With light touches of 
a sharp knife the successive coverings are divided longi- 
tudinally and reflected till the sac is reached. The latter 
can then be separated by blunt dissection with gauze and 
forceps until the neck is freed as high up as possible, taking 
great care to avoid injury to the delicate vas. The neck 
of the sac is then transfixed with a small round needle, 
tied off with fine catgut, and allowed to retract. In female 
children it is impossible in most cases to separate the round 
ligament from the sac, and this structure is therefore in- 
cluded in the ligature occluding the neck of the sac. In 
all cases, it is a wise precaution, just before ligaturing the 
neck, to open the sac, so as to exclude the possibility of 
the presence of abdominal contents. The inguinal canal 
is not interfered with in any way, and only in a very few 
cases of this series were sutures placed in the pillars of 
the external ring. The skin wound is closed with a sub- 
cuticular suture. Cases operated on in the out-patient 
department are taken home as soon as they have recovered 
from the anesthetic, and are brought back for inspection 
in two or three days. Without elaborate preparations and 
with the simplest technique the results have amply justified 
early operation, and particularly the surgery of the out- 
patient department. 


Therapy of Febrile Abortion. (Therapie des 
haften Abortes). FioreNzo CLAuUsER, Padua. 
tralblatt fiir Gynaekologie, February 6, 1926. 

The question of conservative or radical treatment of 
febrile abortion is still under active discussion. The author, 
under the direction of his chief Bertino, is a strong adher- 
ent of the radical school. No attention is paid to the 
question of the bacterial flora in determining the indica- 
tion for curettage. All cases are curetted except those 
in which there is reason to believe that peritonitis or gen- 
eral sepsis has already developed. In these cases, conserva- 
tive measures are employed. Otherwise, within 24 hours 
of arrival in the clinic, an instrumental. curettage is per- 
formed. The author gives the statistics of 610 abortions 
treated in this manner from November, 1922 until August, 

1925. Of these, 526 were treated actively, with a mortality 
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of 0.75 per cent. He believes that the earlier a curettage 
is performed in these cases the more satisfactory is the 
prognosis. In addition to the low mortality, the author 
claims that the stay of the patient in the hospital is con- 
siderably shorter than under the conservative method of 
treatment. The average stay in the hospital was between 
7 and 10 days with a comparatively uneventful postoperative 
recovery. 


| Book Reviews 


Thoracic Surgery. The Surgical Treatment of Thoracic 
Disease. By Howarp LivientHat, M.D., F.A.CS., 
Consulting Surgeon to Mount Sinai and to Bellevue 
Hospitals; Professor of Clinical Surgery, Cornell Uni- 
versity Medical College; Fellow of the American Sur- 
gical Association; etc. In Two Volumes. Octavos; 
1204 pages; 904 illustrations. Philadelphia and London: 
W. B. SAUNDERS CoMPANY, 1925. 

This splendid two-volume treatise ranks easily among the 
most important medical books published during the past 
year. It is much the most complete and authoritative work 
on the subject that has appeared in English, and may well be 
compared only with that of Sauerbruch in German. 

It covers comprehensively. often elaborately, all phases of 
thoracic surgery, many of them enriched by observations 
or case reports from the author’s large store of personal 
experience—for few of them have not been advanced by 
the original methods or procedures of this seasoned surgeon, 
who has eminently identified himself with this special sphere 
as a pioneer in its development. 

In addition to the opportunities he has enjoyed in civilian 
practice, Lilienthal had a rich experience during the war. 
both in the trying problems of chest wounds in a forward 
hospital and in those of pleural and pulmonary suppuration 
in base hospitals. This experience is incorporated in the 
final chapter, “Military Surgery”. The introduction to this 
chapter is somewhat narrative, but it modestly conceals the 
author’s eager, tireless energy, his resourcefulness and judg- 
ment—to all, of which the reviewer, who was with him, can 
bear testimony. 

Of so large and thorough a treatise, dealing with every 
aspect of thoracic surgery, including cervical operations on 
the esophagus, and on the sympathetic and phrenic nerves 
for cardiac and pulmonary affections, a critical review 
would be unduly long and would add little to what we have 
indicated, viz., that this is a complete and up-to-date exposi- 
tion, to which the reader may confidently turn for adequate 
information. 

The bibliographic references are numerous (several of 
them to 1925 publications), and both volumes are rich in 
illustrations. These, however, we cannot pass without a 
criticism. The drawings are well executed and clear: the 
plates, several of them colored, are admirable; but the half- 
tones, especially the roentgenograms, have not been repro- 
duced as well as so important a work deserved. The indices 
of subjects and “authorities” in both volumes are printed in 
each—a great convenience to the reader. These indices ap- 
pear to be quite complete, but they are not free from mis- 
takes. The “index of authorities” is somewhat of a misno- 
mer since it includes not only the names of authors referred 
to, but also the names of all physicians mentioned, however 
incidentally—not a serious fault, to be sure, but one that 
could have been corrected by supervision. The subjects 
treated in each volume appear on their back-bone. 

Six of the chapters have been contributed: Physiology, by 
Evarts Graham; Roentgenology, by Leopold Jaches; Gen- 
eral Anesthesia, ‘by Wm. Branower; Blood Transfusion, by 
Reuben Ottenberg; The Treatment. of Thoracic Aneurism 
by Gold Wire and Galvanism, by Wm. C. Lusk; and In- 
duced Pneumothorax. by J. Burns Amberson and Andrew 
Peters, of Loomis, N. Y. There is a short chapter on 
bronchoscopy and esophagoscopy. A contributed chapter on 
the technics of this peroral endoscopy would have added 
to the completeness of the work, but it is a specialized field 
in which few, if any, thoracic surgeons have entered; and 
in which those seeking instruction will probably turn rather 
to a monograph such as that of Chevalier Jackson. 
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The Surgery of Pulmonary Tuberculosis. By Joun ALEx- 
ANDER, B.S., M.A., M.D., Assistant Professor of Sur- 
gery in the Medical School, University of Michigan; 
Member of American Association for Thoracic Sur- 
gery; etc. Octavo; 356 pages; 65 illustrations. Phila- 
delphia and New York: Lea & FEBIGER, 1925. 

This volume is recommended with enthusiasm to phy- 
sicians and surgeons. No medical man can escape con- 
tact with the problems of pulmonary tuberculosis. To 
those who are unfamiliar with recent special literature 
on the subject it will prove a revelation to discover how 
much more there is to the treatment of pulmonary tuber- 
culosis than hygiene and climate. The policy of 
laissez faire can no longer be justified in view of present 
accomplishment. Pneumvothorax, thoracoplasty of var- 
ious kinds, phrenicotomy, pneumolysis (both intra- and 
extra-pleural), and drainage of empyema as it occurs in 
pulmonary tuberculosis, are discussed. Surgeons will 
find the literature well reviewed, the indications well 
discussed and the procedures adequately described and 
illustrated. 


Surgical Pathology. By WitttAm Boyp, M.D., M.R.C.P. 
(Ed.), F.R.S.C., Professor of Pathology, University 
of Manitoba; Pathologist to the Winnipeg General 
Hospital, Canada. Octavo; 809 pages; 349 illustrations 
and 13 colored plates. Philadelphia and London: 
W. B. Saunvers CoMPANY, 1925. 

The medical literature of today is lamentably poor in 
good works on surgical pathology. At an earlier period, 
such masters of surgery as Billroth considered the matter 
of sufficient moment to dedicate a great deal of labor to the 
preparation of such volumes. In recent times, however, the 
treatment of pathological material seems to have fallen 
to the lot of the pathological specialist who, unfortunately, 
too frequently has not an adequate clinical background 
against which to display his morbid anatomy. The great 
surgical teachers have been insisting on the necessity for 
developing a conception of living pathology. It is this need 
which the author attempts to satisfy. 

The work is divided into two main parts, one dealing 
with general problems of inflammation, healing, etc., and a 
more special part dealing with the diseases of the different 
organs and organ systems. Each topic is treated in a 
broad manner with the interspersal of such clinical aspects 
as serve to emphasize best the nature of the pathological 
processes. The book is interestingly presented, well printed 
and profusely illustrated. It should be a welcome addi- 
tion to the library of the serious student of surgery. 


Caesarean Section. With a Table of 120 Cases. By 
Hersert R. Spencer, M.D., B.S., F.R.C.P.; Consult- 
ing Obstetric Physician to University College Hospital; 
Honorary Fellow of the Obstetrical Society of Edin- 
burgh; Honorary Fellow of the American Gynecologi- 
cal Society; etc. Small octavo; 71 page; illustrated. 
New York: Witt1AmM Woop & Company, 1925. 

This little book is a frank presentation of the author’s 
120 cases of Cesarean section. Such a report is of value to 
medical literature, and the author must be praised for his 
efforts in compiling the statistics. 

While one cannot agree with several opinions expressed 
in the text, the cases are worthy of detailed study and 
the author’s results are exceptionally good. 


Recent Advances in Obstetrics and Gynecology. By 
Ateck W. Bourne, B.A., .B., B. Cu. (Camb.), 
F.R.C.S. (Eng.), Obstetric Surgeon to Out-Patients, 
St. Mary’s Hospital; Senior Obstetric Surgeon, Queen 
Charlotte’s Hospital; Surgeon to Out-Patients, Samari- 
tan Hospital for Women: etc. Small octavo; 344 
pages; 58 illustrations. Philadelphia: P. BLAKiston’s 
Son & Co., 1926. 

This little book is very well written and embraces 
methods brought out recently. It corresponds to the book 
on Obstetrics and Gynecology in the Practical Medicine 
Series, published yearly in this country by the Year Book 
Publishers. The author might publish a similar book each 
year. 

The whole subject of Fetal Mortality, usually more or 
less neglected, is very well discussed. The chapter on the 
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Toxemias of Pregnancy and Eclampsia covers in detail the 
newer facts of the chemistry of the blood and urine and 
the general metabolism in this condition. As in most 
English text-books great stress is laid on the use of 
“plugging” (as recommended by Hastings Tweedy) for 
accidental hemorrhage and placenta previa. We feel that 
this method of treating these conditions is available in 
only a small percentage of cases. The chapter on Cesarean 
Section would be more complete if the newer methods of 
extra- and trans-peritoneal section were considered. The 
treatment of the gynecological conditions by radium and 
x-ray is concise and complete. There is a very good ap- 
pendix with illustrations of a few instruments recently 
introduced into the practice of obstetrics and gynecology. 


The Therapy of Puerperal 'Fever. By Privatpozent Dr. 
Rosert KoewHwer; formerly Assistant of the Gyneco- 
logical Department of the Krankenhaus Wieden in 
Vienna, Austria. American Edition. Prepared by 
Huco Enrenrest, M.D., F.A.C.S., Associate in Ob- 
stetrics, Washington University School ot Medicine, 
Obstetrician and Gynecologist of the Jewish Hospital, 
Consulting Obstetrician to St. Louis Maternity Hos- 
pital, St. Louis. Octavo: 276 pages; 27 illustrations. 
St. Louis: C. V. Mossy Company, 1925. 

All those interested in obstetrics should familiarize them- 
themselves with the teachings of this book. It is of inestim- 
able value, also, to the surgeon and internist who have 
to deal with sepsis of any origin, for it embodies all that 
is known concerning the treatment of sepsis. 

Every method that has been or is being used in the therapy 
of puerperal fever is discussed in an unbiased and pains- 
taking manner. The methods of treatment discarded by 
the authors as worthless are many; but their reasons are 
logical and conclusive. The discussions are all based on 
medical facts, corroborated by laboratory findings. Even 
the minutest detail of puerperal fever is considered with 
reference to its etiology and pathology. 

The book brings to light more clearly than ever before the 
fact that we have at our command very few definite 
remedial agents for the cure of this serious disease. 


Abdominal Operations. By Sir BerKeLey MoyninAn, 
K.D.M.G., C.B., Leeds, London, England. Fourth Edi- 
tion. Two octavo volumes; 1217 pages; 470 illustra- 
tions, 10 in colors. Philadelphia and. London: W. B. 
Saunpvers CoMPANy, 1926. 

This work is much too well known to need extended re- 
view. The third edition appeared just before the out- 
break of the war, and this is the first revision since then. 
During the interim, ulcer surgery—in which Sir Berkeley 
is preeminent—has made much progress, chiefly in the di- 
rection of radical operation. The author advises partial 
gastrectomy (which he performs with an anterior “no- 
loop” anastomosis) for gastric ulcer—but not for duodenal 
ulcer as do a few surgeons. He describes operations of 
excision of gastric ulcer but does not often practice them. 
From the last edition some matter has been dropped; and 
in this one much emphasis is laid on surgical technique. 
Among new chapters are: Tuberculous Peritonitis; Hyper- 
trophic Stenosis of the Pylorus; Disappointments after 
Gastro-enterostomy; Dilatation of the Duodenum; Car- 
cinoma of the Rectum. The work is limited to the same 
field as heretofore, viz., the surgery of the stomach and 
intestines, biliary system, spleen and pancreas. It is as 
attractive typographically and pictorially as it is authorita- 
tive textually. 


Radiography. A Manual of X-Ray Technique, Interpreta- 
tion and Therapy. By Cuarrtes D. Enrietp, M.D., 
F.A.C.P., Roentgenologist to St. Anthony’s Hospital 
and Norton Memorial Infirmary, Louisville, Ky. 
Quarto; 209 pages; 194 illustrations. Philadelphia: 
P. Biakiston’s Son & CoMPANY, 1925. 

This manual is obviously intended as a guide to the practi- 
tioner who seeks to add roentgenography to his diagnostic 
equipment and to the novitiate ir this field of work. To 
them it will be of service, for it is clear and concise. For 
others it is too elementary. The selection and use of ap- 
paratus, the technique of exposures of various regions and 
for various purposes are briefly described and well illustrat- 
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ed. The recognition of the commoner conditions is also 
dealt with; but the book is probably not intended to be a 
reference work on the interpretation of x-ray films. In 
this respect it falls short of serviceability. The differential 
diagnosis of bone lesions, for example, is important enough, 
even for the beginner, to be discussed at some length, if 
mentioned at all. The X-Ray Therapy, referred to in the 
title of the book, is a chapter of but seven pages. 

The book contains much useful information and sound 
advice. In press-work it is unusually attractive; in typo- 
graphic excellence and in illustrations it could hardly be 
improved upon. 


Operating Room Procedure. For Nurses and Internes. 
By Henry C. Fark, M.D., Assistant Attending Sur- 
geon to the French Hospital; Assistant Attending Gyne- 
cologist to the Harlem Hospital; Adjunct Attending 
Gynecologist to Beth-David Hospital; ete. Octavo; 
385 pages; 275 illustrations. New York and London: 
G. P. Putnam’s Sons, 1925. 

Manuals on operating room methods, which have appeared 
from time to time, serve a very useful purpose. Some of 
them are reprinted instructions used at individual hospitals. 
This book of Falk’s, though based largely on the operating 
room system of the French Hospital, New York, has a 
wider appeal. It is a well-planned guide for operating room 
nurses and internes and the surgeon seeking to improve his 
methods will also probably find some worthwhile sugges- 
tions in it. Particularly would we commend a system of 
signalling, such as that described a few years ago by Pool, 
and illustrated in this manual. It adds much to the quiet 
and dignity of the operatine room, and keeps the instru- 
ment nurse on the alert. However, it can scarcely be 
carried out consistently in an institution where more than 
a few surgeons operate. The first part of the book deals 
with material and methods in general; the second part with 
the technics of each of the commoner operations. 


Facts on the Heart. By RicHarp C. Casot, M.D., Pro- 
fessor of Medicine and of Social Ethics at Harvard 
University. Octavo; 781 pages; illustrated. Phila- 
delphia and London: W. B. SAUNDERS CoMPANY, 1926. 

In the preface, Dr. Cabot advises the reading of only 
the opening and the closing chapters, and the summaries 
after each chapter, for most of his audience. There are 
many valuable facts gleaned from the study of four 
thousand hospital records with autopsy findings. The 
author employs his well-known .case history method of 
teaching, which is quite familiar in its application to 
hospital conferences. Besides facts on the heart, there 
are considerable speculation and personal opinion in 

Cabot’s delightful and. discursive style. The book is 

a monument to his industry and that of his secretaries. 

For students it will prove stimulating. Busy practition- 

ers will not take the time to read through its almost 

eight hundred pages. The summary in the final fifteen 
pages, is a valuable contribution and a splendid example 
of good writing. Its point of view is modern and in 
some instances an improvement on traditional teaching. 

Unfortunately, the text is static in viewpoint and should 

be supplemented by the newer physiological views of 

workers like Plesch and Wiggers. 


A Quarterly Digest of Ad- 


Progressive Medicine. 1 
vances, Discoveries and Improvements in the Medi- 


cal and Surgical Sciences. Edited by Hopart Amory 
Hare, M.D., LL.D., Professor of Therapeutics, 
Materia Medica and Diagnosis in the Jefferson Medical 
College, Philadelphia; Physician to the Jefferson Medi- 
cal College Hospital; etc.; assisted by Leicuton F. 
AppLeMAN, M.D., Instructor in Therapeutics, Jefferson 
Medical College, Philadelphia; Ophthalmologist to the 
Frederick Douglas Memorial Hospital and to the Burd 
School; Attending Surgeon to the Wills Eye Hospital. 
Volume 1. March, 1925. Octavo; 256 pages. Philadel- 
phia and New York: Lea & Fesicer, 1926. 

This issue maintains the tradition of these looked-for 
volumes. The editors bring to the task both freshness 
and experience. Among so many excellent reviews 1t 
would be insidious to single one for special comment. 
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Ultra-Violet Rays in the Treatment and Cure of Disease. 
By Percy Hatt, M.R.C.S. (Eng.), L.R.C.P. (Lond). 
Octavo; II0 pages; illustrated. St. Louis: C. V. 
Mossy CoMPANY, 1924: 

This is a succinct statement of the history and methods 
of ultraviolet ray therapy, with a brief reference to dia- 
thermy. As an introduction to this field it can be highly 
recommended though there is a lack of critique in the 
therapeutic recommendations. 


Les Tumeurs du Cerveau. Par 
Médecin en Chef de l’H6pital Royal du Danemark; 
Membre de I’Académie de Médicine de Paris. 
Deuxieme Edition. En.-8; 3098 pages; 107 figures. 
Paris: MAsson ET CIE, 1925. 

Within two years, this extremely interesting volume on 
the diagnosis and treatment of brain tumors has passed 
to its second edition. Even a cursory examination of the 
work serves to indicate the reasons for this rather unusual 
popularity. The subject is presented in an extraordinarily 
readable manner. Each discussion is brief, logical and ¢e- 
veloped in a manner that lends almost dramatic interest to 
the establishment of consequential diagnosis. Numerous 
case reports and photographs illustrate and enliven the text. 

In this second edition, the author has eliminated a great 
deal found in the earlier edition and has completely re- 
written the chapter on tumors of the chiasmatic region. 
Following the work of Camus and Roussy, Christiansen in- 
clines to the opinion that the vegetative symptoms asso- 
ciated with tumors in this region are due to alterations of 
certain nerve elements located in the tuber cinereum and 
the infundibulum rather than in the pituitary itself. In- 
volvement of the hypophysis leads to the appearance of 
acromegalic signs, the so-called acromegalic syndrome. The 
other signs, polyuria, glycosuria, amenorrhea and the genital 
dystrophy are more likely due to affection of the tuber 
cinereum, the so-called tuberian syndrome. 

In discussing the surgical treatment of cerebral tumors, 
Christiansen takes the position that the development of 
choked disc is the indication for immediate craniotomy. This 
palliative procedure may be undertaken either as the first 
stage in a radical removal of the tumor or for the purpose 
- of preserving sight. He is but slightly impressed with the 
possibility of cerebral hernia. The other focal symptoms, 
aphasias, hemiplegias, etc., that may develop are. usually 
transitory. 


Allgemeine und Spezielle Chirurgie des Kopfes. 
Einschliesslich Operationslehre. Von Epuarp BorcHers, 
Prof. und Oberarzt der chirurgischen Universitatsklink, 
Tubingen. Oktavo; 366 Seiten; 326 Abbildungen. 
Berlin: SPRINGER, 1926. 

This work is the outgrowth of a course given to stu- 
dents of dentistry and oral surgerv. The author felt 
the need of an adequate text-book which he undertook to 
supply. Special stress is laid on the consideration of 
diseases of the face, the maxillae and the oral cavity. Apart 
from a cursory discussion of depressed skull fractures, 
very little attention is paid to surgery of the cranial cavity. 
The section devoted to operative procedures is brief and 
gives no more than the broad general outlines of the 
technique to be employed. 

The work is well written and makes easy reading. 
Numerous roentgenograms and well-chosen photographs 
are interspersed throughout the text. 


Die Chirurgie. Eine zusammenfassende Darstellung der 
Allgemeine und spesiellen Chirurgie. Herausgegeben 
von Pror. Dr. M. KirscHNER und Pror. Dr. O. Norp- 
MANN. Lieferung 6. Die Chirurgie der Munddéhle, 
der Speicheldriisen und des Rachens, von Pror. Dr. 
F, BrunnincG, Berlin. Die Chirurgie des Kehlkopfes 
und der Luftréhre, von Pror. Dr. J. S6RENSEN, 
Berlin. Octavo; 358 Seiten; 107 Abbildungen; 23 far- 
bigen Tafeln. Berlin und Wien: Urban and Schwart- 
zenberg, 1925. 

The sixth section of this system of surgery is de- 
voted to a consideration of diseases of the mouth and 

the upper respiratory tract. Each of the separate divi- 
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sions of the work is preceded by chapters dealing with 
the anatomy and physiology of the involved organ. The 
clinical syndromes of each disease are detailed at great 
length and the surgical procedures to be employed are 
concisely described and profusely illlustrated. As a 
whole, the work makes an excellent text-book of sur- 
gery as well as a reference book of operative technique. 


Die Chirurgie. Eine zusammenfassende Darstellung der 
allgemeine und _ spesiellen Chirurgie. Herausgege- 
ben von Pror. Dr. M. KirscHNer und Pror. Dr. O. 
NorpMANN. Lieferung 7. Nahtchirurgie. Von Dr. 
E. Goursannr, Berlin. Die allgemeine Lehre von 
den eitrigen Infektionen. von Dr. A. Buzetto, 
Greifswald. Die allgemeine Lehre von den spezi- 
fischen Infektionen. von Pror. Dr. R. Epen und 
Dr. P. DreverMANN, Freiburg i. Br. Oktavo; 300 
Seiten; 288 Abbildungen und 7 farbigen Tafeln. Ber- 
lin und Wien: UrsAN UND SCHWARZENBERG, 1926. 


The present section of the general system of surgery 
in, the main upholds the standard of excellence established 
by the preceding parts. Fully 150 pages are devoted to 
a consideration of the various methods of suturing the 
different organs of the body. The techniaue is described 
at length and the text is amply illustrated by numerous 
good sketches. 

The two chapters devoted to the treatment of bacterial 
infections seem to have been somewhat arbitrarily divided. 
The first chapter treats of purulent infection at some 
length and in an interestine manner. The second chapter 
is devoted to discussion of what the authors call “specific” 
infections. In this are included anthrax, actinomycosis, 
tuberculosis, syphilis. etc. This chapter is handled in a 
rather sketchy way that leaves the reader with the feelin 
that justice has not been done a very complicated and 
fascinating subject. 


Thérapeutique Chirurgicale. Par P. LeciNne, Professeur 


a la Faculté de Médécine de Paris, et R. Léricae, 
Professeur 4 la Faculté de Médécine de Strasbourg. 


Tome 3. Abdomen et Organes Genito-Urinaires, 
par P. Leckne. en-8; 646 pages. Paris: MASSON ET 
Cr, 1926, 

It has been said that young men should devote their see 
to research work and the description of unusually interesting 
clinical material. The older men in the medical profes- 
sion can contribute most by presenting the ripe judg- 
ments of their vast experience to their younger confréres. 
It is with such an object in view that Lecéne and Lériche 
have undertaken the preparation of a system of surgical 
therapy. They have recognized the utter impossibility of 
prescribing for each of the unending number of conditions 
that may be observed and they have consequently attempted 
to generalise and to establish the “principles” of surgical 
treatment. 

The present work is an entirely new departure in the 
field of volumes on surgical therapeusis. No attempt 
whatever is made to explain the technique of any operative 
procedure. Nor is any effort made to discuss the underlying 
pathological processes. For both of these the reader is 
referred to special works on these subjects. The authors 
place their greatest emphasis on the matter of determining 
the proper indication for surgical intervention. This, as 
they say, is essentially an intellectual process that can not 
be arrived at by the examination of finely colored photo- 
graphs. The volume is therefore adorned by no roent- 
genograms, sketches or illustrations. The various clinical 
entities are passed in rapid review and, based on their own 
wide experience and the reported results of others, the 
authors attempt to arrive at definite conclusions as to the 
most adequate surgery to be employed. Great stress is 
placed on the late results of the various operative pro- 
cedures as a guide in the treatment of the case under 
discussion. 

The work is to appear in three volumes of which the 
first, dealing with diseases of the abdomen and the genito- 
urinary tract, is already at hand. This volume has been 
written entirely by Lecéne and is charaeterized by a fine 
analysis, a rare sense of judgment and a breadth of concep- 
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tion that makes it a pleasure to read it. Nothing more 
could be hoped for than that the succeeding volumes may 
not be less stimulating and interesting. The bibliographical 
references are scant. They are all selected from the mass 
of literature that has appeared within the past decade or 
two. This has been done advisedly because the authors 
did not wish to burden the work with antequated references 
which could easily be located from those that they have 
given. 


Die Extrapulmonale Tuberkulose. 
Von Dr. E. Noset, Wien. Octavo: 56 Seiten. 
UrBAN UND SCHWARTZENBERG, 1926. 

This brochure presents a symposium on the subject of 
extrapulmonary tuberculosis in children. It was issued ‘as 
a supplement to the journal Medezinischen Klinik and con- 
tains articles by Nobel, Koch, Pirquet and others on the 
topics of erythema nodusum, skeletal tuberculosis and the 
diagnosis and treatment of other tuberculous manifestations. 
It is well illustrated and interestingly written. 


Praktikum der zahnarztlichen Chirurgie. Von Dr. BErn- 
HARD STEINER. gew. Demonstrator am zahnarztlichen 
Institute der Wiener Universitat. Octavo; 199 Seiten; 
113 Abbildungen und 2 Tafeln. Wien: Ursan unpD 
SCHWARZENBERG, 1926. 

To the reader of German, this little volume must make a 
strong appeal as an excellent introduction to the subject 
of dental surgery. It is logically arranged and concisely 
presented and makes easy and interesting reading. It is 
primarily intended as a practical vade mecum for the dental 
practitioner. Consequently but little space is devoted to a 
consideration of the more theoretical aspects of the sub- 
ject and the whole emphasis is laid on the therapeutic ap- 
plications. A long chapter is dedicated to the subject of 
anesthesia. Extraction. apicectomy and the cysts of the jaw 
are treated at length. The various procedures are illustrated 
by numerous excellent anatomical cuts and by sketches ex- 
plaining the technique of the different operations. 


Diagnostik Mit Freiem Auge (Ektoskopie). Von Dr. 
Epuarp Welsz, Pistyan. Zzweite Auflage. Octavo; 
178 Seiten; 19 Abbildungen. Berlin and Vienna: 
Ursan & SCHWARZENBERG, 1925. 

This interesting volume elaborates what can be learn- 
ed by careful observation. In these days of excessive 
reliance upon instrumental and standardized methods 
and of group diagnosis it is important to realize how 
much can be learned by inspection and reasoning from 
what it reveals to the tutored mind. Internes who 
have been brought up on too ready access to all sorts 
of laboratory technic will be amazed to find what can 
be seen in the patient himself. For the most part the 
symptoms discussed are revealed as the results of 
changes in reflex muscle tone during the utterance of 
certain words. The volume has seen two editions in 
Germany and would merit the wider audience a trans- 
lation into English might afford. 


Das Retikuloendothel. 


Kindertuberkulose. 
Wien: 


Von OD. A. 
GépeL, und F. STtaNDENATH. Mit einem Geleitwort 
von Pror. Dr. H. Preirrer. Duodecimo; 124 Seiten. 
Leipzig: Grorce THIEME, 1925. 

This brochure on the reticulo-endothelial system was 
originally planned as an introduction to the material that 
might prove of value to the clinician at the bedside. 
Though the nature of the theme is such as to make a 
somewhat technical discussion necessary, the primary object 
has not been lost sight of. The result is highly stimulating 
and yet not too abstruse treatment of a subject which until 
recently was not properly evaluated in medical thinking. 

The work has been divided into three sections. The 
first, by Boerner-Patzelt, describes the anatomy of the 
reticulo-endothelial system and the significance of the 
Kupfer cells of the liver, the histiocytic cells of the spleen 
and the lymph glands and the large cells of the bone mar- 
row. The second chapter is devoted to a discussion by 
Standenath of the function and normal physiology of the 
reticulo-endothelial cells. The third part is dedicated to 
the pathological processes in which the reticulo-endothelial 
cells play important réles. The booklet makes solid and 
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somewhat heavy reading but the time spent in reading it 
through carefully is well repaid by a fine composite picture 
of a new phase and a new attitude in modern medicine. 


Lehrbuch der 
Chemie. In 75 Vorlesungen fiir Studierende, Aertzte 
Biologen und Chemicher. Von Pror. Dr. Otro Firrn, 
Vorstand der Abteilung fiir Physiologische Chemie in 
Physiologischen Institute der Wiener Universitat. 
Octavo; 208 Seiten. Leipzig: F. C. W. VocEL, 1925. 

This second edition of this work had been delayed by the 
war. It differs from the earlier edition in that there has 
been added new material on the elementary aspects of the 
subject so that it may now be properly termed a text-book 
of physiological and pathological chemistry. The work is 
distinctly a book on chemistry and there is no attempt 
made to invade the field more justly belonging to the 
physiologist. It supplies the scientific background or rather 
explains the mechanism of physiological and pathological 
action. It is written with characteristic German thorough- 
ness and breadth of scientific viewpoint. The whole work 
is the result of seventy-five lectures and appears at the 
present time in two volumes. The first volume is devoted 
to a discussion of organic chemistry while the second is 
concerned with the chemistry of metabolism. The first six- 
teen lectures are devoted to the chemistry of the blood 
constituents; protein and its derivatives, cholesterin, 
carbohydrates, fats, etc. The chemistry of coagulation, the 
nature of exudates, transudates and the whole chemistry 

of the physiology of blood is discussed at length. As a 

text-book it seems to presuppose too profound a knowledge 

of organic chemistry but as a handy reference volume it 
should prove of inestimable value. 


Die Rekonvaleszenz. Aertzlicher Fortbildungskurs in Bad 
Kreuznach, Mai, 1925. Octavo; 122 Seiten; 4 Ab- 
bildungen. Leipzig: Grorce THIEME, 1925. 

In May, 1925 a post-graduate course was given at Bad 
Kreuznach, Germany. Leaders of German medicine gave 
the very practical lectures which are here collected. Re- 
storation to health after function has been disturbed by 
disease and the methods for its accomplishment furnish 
the theme. The subjects treated are, Experimental Basis 
of Nonspecific Therapy by Professor Weichardt; Light 
Therapy in Convalescence by Jesionek; Hormone and 
Balneotherapy by von der Velden; The Lymphatic Child 
by Siegert; The Physiochemistry of Inflammation and Exu- 
dates by Schade; Suspicions of Tuberculosis and Diagnosis 
with Tuberculin and with X-Rays in Children by St. Engel; 
Conservative Treatment of Bone and Joint Tuberculosis by 
Kisch; Post-Laporatomy Convalescence by von Bergmann; 
The Treatment of Bronchial Asthma by Curschmann; Con- 
servative Treatment® of Pelvic Inflammation by Freund; 
The Climacteric by Seitz; Radium Emanation Therapy in a 
lecture each by Strasburger, Kemen and Engelmann. The 
collection is a valuable mirror of the best practice of Ger- 
man physicians and should prove interesting and instructive 
to practitioners. 


Die Bluttransfusion. Von Dr. B. Breirner. Erste As- 
sistant der chirureischa: Universitatsklinik in Wien. 
Oktavo; 85 Seiten; 24 Abbildungen. Wien: Jutius 
SPRINGER, 1926. 

On the continent, blood trarsfusion does not seem to have 
captured the medical mind to the extent that it has in 
America. It is only comparatively recently that this pro- 
cedure is being introduced at the larger clinics. For those 
in the profession not as conversant with the methods of 
transfusion as is almost every house surgeon in America, 
the book will prove of value. For others it cannot be highly 
recommended. The various refinements in armamentarium 
that have become commonplace with us are not mentioned 
at all by Breitner. The only methods discussed are those 
described by Oelcker and Percy. The method of trans- 
fusion of citrated blood is not even mentioned. Apart from 
the more technical aspect of the work, there are sev 
small chapters devoted to a discussion of the biological, the 
social and the medico-legal problems involved in trans- 
fusion. The bibliography is usually complete though the 
latest American literature has either been overlooked of 
was inaccessible to the author. . 


Physiologischen und Pathologischen . 


